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ORIGINALS AND PAPERS 


Bacteriological Study of Postoperative Wound Infections 

U. SATYAVANI*, M. KOTESWARA RAO**, C. S. BHASKARAN*** 

[Receifed for pablication May 4,1976] 


Despite advances in antimicrobial therapy and 
development of improved techniques in surgery, 
postoperative wound infections continue to occur. 
The advent of sulphonamide and penicillin era 
appeared at first to be the final answer to this pro¬ 
blem, but this early hope has not been fulfilled 
because some of the bacteria acquired resistance 
to these antimicrobial drugs (Barber and Rozwa- 
dowska-Dowzenko, 1948). In order to deal with the 
resistant strains of micro-organisms, administration 
of broad spectrum antibiotics came to the forefront. 
But the universal use of these antibiotics both for 
prophylaxis and treatment has produced not only 
changes in the bacterial flora of man but also an 
alteration in the incidence of various causative 
agents of postoperative wound sepsis (PHLS Re¬ 
port, 1960; Wasek et al., 1965; Williams et al., 
1966; Sin^ et al., 1967). 

In modern times, the demands of complicated 
and lengthy surgical procedures gave bacteria more 
opportunities of access into the wounds. The use 
of total body irradiation or cytotoxic agents, over¬ 
crowding in hospitals, shortage of nursing staff, 
use of operating rooms for long hours with little 
or no interval between the cases have all added to 
the problem of postoperative wound infections. 

With this background in view, the present in¬ 
vestigation was undertaken to study the role of 


•M.D., Assistant Professor, Institute of Preventive Medicine, 
ilyderabad 

•*M.D., Associate Professor of Microbiology, Osmania 
Medical College, Hyderabad 

***M.D., F.A.M.S., M.R.C. Path., Professor of Micro¬ 
biology, S. V. Medical College, Tirapati 


certain factors in causation of sepsis by analysing . 
the relationship between the degree of sepsis on ono . 
hand and the type of wound, time of onset of sepsis 
and the nature of infection with reference to bacte* 
rial flora on the other and to study the bacterial 
flora and their susceptibility to antibiotics in common 
use. 

Material and Method 

The study group comprised 100 randomly selec- - 
ted patients who underwent surgery in King George 
Hospital, Visakhapatnam. All these patients re* . 
ceived some antibiotic or other as a prophylactic i 
measure cither pre-or postoperativcly before sepsis 
was noted. They were classified into “clean’', "poten- i 
tially infected” and “frankly infected” groups ac- : 
cording to the criteria laid down by Howe (1934),’ 
Jeflerey and Sklaroff (1958) and Caswell et alJ 
(I960). 

For evidence of sepsis, the condition of the wound 
was noted at the time of first change of dressing, 
at the time of removal of sutures and on each subse¬ 
quent dressing day. The degree of sepsis was asses¬ 
sed by inflammatory reaction in and around the 
margin of the wound. The degree of sepsis was 
labelled “severe” and “trivial” according to the 
criteria laid down by Robertson (1958), Caswell 
et al. (loc. cit.) and Wasek et al. (Joe. cit.). The 
relationship between the various factors involved in 
postoperative infections was analysed statistically 
on the basis of chi-square test (Hill, 1961). “P” 
value of £ 0.05 was taken as the conventional kvel 
of significance to assess their role in causation of 
sepsis. 


121 





122 J, INDIAN M. A., VOL. 70. NO. 6, MARCH 16. 1978 


The material for bacteriological examinatbn was 
collected either by swabbing the infected area or by 
collecting the di.scharge from the wound. The 
material, thus collected in duplicate, was used for 
direct smear examination by Gram's method and 
for cultural examination. Cultures were carried 
out immediately on collection of the material by 
inoculating the following media; Two plates of 
blood agar, one incubated aerobically and the 
other anaerobically, a plate of MacConkey’s agar 
and a Robertson’s cooked meat medium. Appro¬ 
priate selective media were also inoculated as and 
when required depending upon the findings of 
smear examination. All the media were incubated 
at 37'’C and examined at the end of 24 and 48 
hours’ incubation. The organisms, thus grown, were 
identified on the basis of their morphology, cultural 
characteristics and biochemic;\l reactions according 
to the standard methods (Cruickshank, 196.‘>). 
Coagulasc positive staphylococci were phage typed 
at the National Institute of Communicable Diseases, 
New Delhi. 

The isolates were tested for their antibiotic sensi¬ 
tivity by filler paper disc method (WHO, 1961). 
The following arc the concentrations of the drugs 
used per disc; Benzyl penicillin -1 unit; strepto¬ 
mycin 10 fig.; chloramphenicol -52 fig.; tetra¬ 
cycline 25 fig.; oxytctracyclinc 25 fig., chlor- 
tetracycline 25 /ig.; dcmethylchlortetracyclinc — 
25 fig. and erythromycin—10/ig. 

Observations 

f 

! Operation and categorisation of wound Table I 
'.shows the nature of operations performed on these 
;100 patients and the calcgorisaljon of wounds into 
i.dean, potentially infected and frankly infected 
."groups. 

j Degree of sepsis.and nature of wound - Table 2 
■ shows the relationship between degree of sepsis and 
•■the nature of wound. 

; Onset of infection 'Ihe relationship between 
degree of sepsis and the day of onset of infection 
lis shown in Tabic 3. Severe type of infection occurred 
imostly when the sepsis was noted in the 1st week 
|aftcr the operation and there has been a gradual 
decline in the incidence in 2nd and 3rd weeks with 
Itio severe infection occurring after the 3rd week of 
the operation. As against these findings, gradual 
Increase was found in the incidence of trivial infec- 
itions iis the interval between the day of operation 
land appearance of sepsis became longer. 

j| X)<’grce of sepsis and nature of infection —The rc- 
i|ationship between degree of sepsis whether trivial 
lit severe and the nature of infection whether single 


Table I—Showino iKcmENCE or Nature op Otorations 
Performed for the Cases Under Study 


Nature of operations and I ype of wounds No. of cases 


Clean: 

Laparotomy 5 

Mastectomy 3 

Bone iransplantat ion 3 

Craniotomy 3 

Herniorrhaphy 2 

Thyroidectomy 1 

Miscellaneous 5 22 

Potentially infected: 

Operation on scrotum and testis 19 

Amputations 10 

Gut resections and gasiiojejunostomies JO 

Suprapubic cystostomics 6 

C'aesarcan sections S 

Appendiceclomics 4 

Duodenal perforation 2 

Prostatectomy 1 

Miscellaneous II 68 

Frmikly infected: 

Mastoidectomy 6 

Rib resection for empyema 1 

Laparotomy for pelvic peritonitis I 

Lapai olomy for pelvic i cl rovcrlcbral abscess I 
C'arbuiiclc excision 1 10 

Total 100 


Table 2—Showing Rilationship between the Type of 
Wound and Degkee of Sepsi.s 


Nature of wound 


Degree of 
scpsi.i 

Clean 

Potentially 

infected 

frankly 

infected 

Tolai 

Severe 

9(40.9%) 

24(35.3%) 

9(90%) 

42 

Trivial 

13(59.1%) 

44(64%) 

i(10%) 

58 

Total 

22 

68 

10 

100 

i 


X= = I1.88 

N-.=:^2 

P<0.01 



Table 3—Showing Relationship between the Day of 
Onset of Infection and Degree of Sepsis 


Day of onset of infection 


Degree 
of sepsis 

1st week 2nd week 

3rd week 

After 

3rd week 

-Total 

Severe 

25(71.4%) 15(32.6%) 

2(11.8%) 

_ 

42 

Trivial 

10(28.6%) 31(67.4%) 15(88.2%) 

2(100%) 

58 

Total 

35 46 

17 

2 

100 


3=23.42 N3=3 

P <0.01 
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or mixed is shown in Table 4. It is observed that 
trivial infections (72 per cent) were more commonly 
associated with single infecting organism, whereas 
severe infections (56 per cent) were caused more 
frequently by more than one organism. 

Tabus 4 — Showino Relationship between the Naturi: of 
iNPECTION AND DEGREE OP SePSIS 


coagulase positive staphylococci isolated in the 
present study is presented in Table 6. Of the 3S 
strains phage typed, 16 (42.1 per cent) wore un;' 
typable, 6 (15.8 per cent) belong to group I, 4 (10.5 
per cent) to group U, 7 ([8.4 per cent) to group III 
and 5 (13.2 per cent) to miscellaneous group. 

Table 6- Showing Results or Phaoc Typing op Coagulase 
Posinvt Staphvlococci 


Nature of infection 


of sepsis 

Single 

Perceniagc 

Mixed 

Percentage 


Severe 

]4 

28.0 

28 

56.0 

42 

Trivial 

36 

72.0 

22 

44.0 

58 

Total 

50 


50 


too 


A==8 N = 1 P<0.01 


Organism A total of 160 strains of micro¬ 
organisms was isolated in the present study. Single 
infecting organism was isolated from 50 patients 
and from the remaining 50 cases more than one 
organism was isolated. The overall incidence of 
various micro-organisms and the distribution of 
different organisms in single and mixed infections 
are shown in Tabic 5. 

Table 5—Showing Incidence of Various Micro-orgamsm.s 
AND the Distribution of Organisms in Single and Mixed 
Infections 


Organisms isolated 

Nature of infection 
Single Mixed* 

Total 

No. of 

cases 

Ps, aeruginosa 
Coagulase positive 

14(28%) 

30(27.3%) 

44(17.5%) 

staphylococci 

13(26%) 

25(22.8%) 

38(23.8%) 

Esch. coli 

10(20%) 

21(19.1%) 

3l(t9.4%> 

Proteus species 

5(10%) 

13(11.8%) 

18(11.3%) 

Kl. aerogenes 

Coagulase negative 

4(8%) 

12(10.9%) 

16(10.0%) 

staphylococci 
/]—haemolytic 

3(6%) 

2(1.8%) 

5(3.1%) 

streptococci 

haemolytic 

/ 

2(1.8%) 

2(1.2%l 

streptococci 

Non-hacmolytic 


1(0.9%) 

1(0.6%) 

streptococci 

1(2%) 

3(2.7%) 

4(2.5%) 

Cl. tetani 

— 

1(0.9%) 

1(0.6%) 

Total 

50 

110 

160 


Phage type—The results of phage typing of 


Phage group 

Total 

Type distribution 


No. of 

Phage types 

No. of 


strains 


slraini 

Group 1 

6(15.8%) 

80 

4 



2‘V52/52A/80 

1 



52/52A/80 

1 

Group II 

4(10.5%) 

71 

4 

Group 111 

7(18.4%) 

47/53/75/83A 

2 



47/53/54/75/83A 2 



53/54/75/S3A 

1 



6 

2 

Unclassified 

5(13.2%) 

187 

5 

Un typable 

16(42.1%) 

— 

— 

Sensitivity 

The overall 

antibiotic 

sensitivity 


pattern of 159 strains isolated excluding one strain 
of Cl. ietani is presented in Table 7. 

The sensitivity pattern of Gram-positive and. 
Gram-negative groups of organisms is shown in 
Fig. 1. 

The results revealed that chloramphenicol (86 
per cent) and erythromycin (78 per cent) were 
the most effective drugs against Gram-positive 
organisms isolated in the present study and thef; 
majority of these strains were also found to be 
resistant to penicillin and streptomycin. Among the 
Gram-negative organisms, the predoraimmt species 
P.S. aeruginosa was highly resistant to all the 8 
antibiotics tested with few exceptions. Strains of. 
Esch. colt were mostly susceptible to chloram¬ 
phenicol (54.8 per cent), dcmcthylchlortctracycline 
(51.6 per cent) and streptomycin (35.5 per cent). 
Similar pattern of sensitivity was al.so noted with 
reference to the strains of protcus and klebsiella 
species. 

Discussion 


The present investigation covered a random 
selection of 100 patients suffering from postopera¬ 
tive wound sepsis. Among this r:,ndom selection of 
cases, potentially infected wounds formed the 
largest group with 68 cases, suggesting the possibi¬ 
lity of higher inpidence of sepsis in this category 
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Tabus 7—Showing Overall Antibiotic Sensitivity Paitern of the Isolates in the Study 


Ori^nisms 

No. of strains 
tested 



A n 

t i b i 

0 t i 

c s 




P 

S 

Ch 

T 

Ot 

Cht 

DMCT 

E 

Coagulase positive 

38 

6 

14 

33 

13 

15 

19 

20 

29 

staphylococci 


(15.8%) 

(36.9%) 

(86.8%) 

(34.2%) 

(39.2%) 

(50%) 

(52.6%) 

(76.3%) 

Coagulase negative 

5 

0 

0 

3 

1 

2 

3 

1 

3 

- staphylococci 




(60%) 

(20%) 

(40%) 

(60%) 

(20%) 

(60%) 

Streptococci 

7 

2 

2 

7 

1 

1 

2 

1 

7 



(28.6%) 

(28.6%) 

(100%) 

(14.3%) 

(14.3%) 

(28.6%) 

(14.3%) 

(100%) 

Ps. aeruginosa 

44 

0 

3 

4 

1 

0 

1 

1 

1 




(6.8%) 

(9.2%) 

(2.3%) 


(2.3%) 

(2.3%) 

(2.3%) 

Etch, eoli 

31 

0 

11 

17 

6 

6 

7 

16 

3 




(35.5%) 

(54,8%) 

(19.4%) 

(19.4%) 

(22.6%) 

(51.6%) 

(9.7%) 

Proteus species 

18 

0 

13 

13 

3 

0 

2 

7 





(72.3%) 

(72.3%) 

(16.7%) 


(11.1%) 

(38.9%) 

(11.1%) 

X7. (urogenes 

16 

0 

5 

11 

5 

7 

7 

7 

0 




(31.3%) 

(68.8%) 

(31.3%) 

(43.8%) 

(43.8%) 

(43.8%) 


Total ’ 

159 

8 

48 

88 

30 

31 

41 

53 

45 



(5%) (30.2%) 

(55.4%) 

(18.5%) 

(19.5%) 

(25.8%) 

(33,3%) 

(28.3%) 


P—•Penicillin; S—Streptomycin; Ch—Chloramphenicol; T—Tctracylcine; Ot--Oxytetracycline; Cht—Chlorletracycline; 
DMCT—Demethylchlorterai^cline; E—Erythromycin 



Iks, 1—Showing Sensitivity Pattern of Gram-Positive and 
Gram-Negative Organisms 

’•Penicillin; ST-Streptomycin; CH-Chloramphenicol; T-Te- 
.1MCYCLINE; OT-Oxytbtracycline/ CHT-Chlortetracy* 
xine; DMCT-Demthylchlortetracyclini;; E-Erytthromycin 

of wounds. This was followed by 22 clean wounds 
and 10 frankly infected wounds. According to Jefferey 
and Sklaroff {he. cit,), potentially infected wounds 
constitute four times more than that of clean wounds 
in postoperative sepsis. Similar high incidence of 
ij^ection in potentially infected wounds was also 
observed by other workers (Rountree et al., 1960; 
Caswell et al., he. cit.). 

Analysis of the degree of sepsis in the present 
Study in relation to the nature of wound (Table 2) 
{evaded that trivial infection was frequent 'among 


clean and potentially infected groups (59.1 per cent 
and 64.7 per cent respectively) while severe infection 
was common (90 per cent) in frankly infected group. 
This association between trivial infection and clean 
and potentially infected wounds on the one hand 
and severe sepsis and frankly infected group on the 
other was found to be significant (P<0.01). Meleney 
(1935), Clarke (1957) and Jefferey and Sklaroff 
(loc. cit.) also noted similar relationship between 
trivial infection and clean and potentially infected 
wounds. Meleney {he. cit.) reported an incidence 
of 28.6 per cent severe infection and 71.4 per cent 
trival infection in 1925, an incidence of 25 per cent 
severe infection and 75 per cent trival sepsis in 1933 
from among the clean postoperative wounds. Clarke 
{he. cit.) observed an incidence of 53.3 per cent 
trivial infection and 46.7 per cent severe sepsis 
occurring in both clean and potentially infected 
groups put together. Jefferey and Sklaroff {he. cit.) 
reported 62.4 per cent trivial and 37.6 per cent 
severe infections in cases of clean wounds and 62 
per cent and 38 per cent trivial and -severe sepsis 
respectively in potentially infected wounds. On the 
contrary, there are certain reports where the inci¬ 
dence of severe infection was found to be higher 
among the clean and potentially infected wounds 
than trivial sepsis (Howe, loc. ci7.;Wasek et al., 
loc. c/t.). Howe {loc. cit.) reported an incidence of 
63.8 per cent severe sepsis and 37.2 per cent trivial 
infection among clean wounds, whereas Wasek et al. 
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(Joe. ctt.) reported 55.5 per cent severe infection and 
44.5 per cent trivial sepsis among potentially infected 
wounds. These conflicting reports suggest that the 
degree of sepsis in relation to the nature of wound 
may vary, probably depending upon various other 
factors like sterilisation methods, operating tech¬ 
niques and pre-and postoperative care followed in 
different places. 

The study of the relationship between the day of 
onset of infection and the degree of sepsis (Table 3) 
revealed significant association between these two 
factors (P<0.0]). Williams et al. {loc. cit.) showed 
that all the infections that occurred in the 1st week 
of operation suggested the operation theatre as the 
source of infection while sepsis occurring later was 
often thought to indicate infection from the ward 
during the postoperative period. According to 
Gillespie et al. (1959), theatre infection was more 
likely to produce severe type of sepsis than infection 
from the ward. Based on these criteria i.c., the time 
of onset of infection and the degree of sepsis, several 
workers (Clarke, loc. cit.; Shooter et al., 1958; 
Bassett ct al., 1963) have tried to establish the 
sources of infection. In the present study, based on 
the same criteria, it can be presumed that of the 42 
cases of severe infection, 25 (59.5 percent) cases 
that occurred in the 1st week after the operation 
were theatre infections and the rest were from the 
wiird. 

Occurrence of wounds infected with single micro¬ 
organism and more than one organism was found 
to be equal in the present study (Table 4). By con¬ 
sidering the relationship between the degree of 
sepsis and the nature of infection, it is observed 
that single infections were mostly trivial in nature 
while severe sepsis was predominantly a.ssocialed 
with mixed bacterial flora (P<0.01) Corres¬ 
pondingly, Clarke (loc. cit.) reported that the minor 
infection of postoperative wounds was usually 
caused by a single infecting agent like coagulasc 
negative staphylococci. 

An analysis of the bacterial flora in the present 
study revealed that Ps. aeruginosa was the pre¬ 
dominant species in posl operative wound infec¬ 
tions. Review of the literature showed conflicting 
reports on the incidence of this organism in this 
group of infections. Rountree ct al. (loc. cit.), Forbes 
and Eberd (1961), Wasek et al. (loc. cit.), Singh 
et al. (loc. cit.) and Rao and Harsha (1975) re¬ 
ported a low incidence of Ps. aeruginosa infections, 
whereas other workers (Barber, 1961; Ayliffc et al., 
1965; Phillips and Spencer, 1965; Tinne ct al., 
1967) reported outbreaks of postoperative inlcc- 
tions caused by this organism incriminating shaving 
brushes, eye ^ops and anaesthetic equipment as 
the sources of infection. 


Coagulase positive staphylococci was found to 
be the next predominant species in this series. But 
the published reports show that this organism was 
the commonest isolate encountered in their cases 
(Clarke, loc. cit.; PHLS Report, loc. cit.; Chatteijee 
and Aikat, 1964; Wasek et al., loc. cit.; Singh et al., 
loc. cit.). The phage typing of coagulase positive 
staphylococci revealed that the majority (42 
per cent) were untypable and this observation 
is in agreement with Aat of Williams et al. (he., cit.) 
who also observed that untypable strains were 
common among staphylococci isolated from post¬ 
operative wound infections. Of the typable straips, 
phage group III was most frequently encountered 
and other workers have also reported similar find¬ 
ings (Chatterjee and Aikat,/oc. c/A; Williams et al., 
loc. cit.; Chatterjee et al., 1968).— 

The other Gram-negative organisms isolated in 
the present study are, in I he descending order of 
frequency, Esch. coli (19.4 per cent), proteus .species 
(11 per cent) and Kl. aerogenes (10 per cent). Con¬ 
sidering all of them together, these Gram-negative 
bacteria formed the largest group and this high 
incidence can be explained on the basis of larger 
number of potentially infected wounds included in 
the study. Similar observations were also made by 
other workers (PHLS Report, loc. ciV.; Wasek et al., 
loc. cit.; Singh et al., loc. cit.). 

The other Gram-positive organisms found in the 
present investigation are coagulase negative staphy¬ 
lococci and different species of streptococci in small 
numbers. Clarke (loc. cit.) and Sin^ et al. (loc. cit.) 
reported mild forms of infection in postoperative 
wounds caused by Staph, albus. Similarly, Rountree 
et al. (loc. cit.) and Krol (1961) reported trivial 
infections caused by different species of strepto¬ 
cocci. The low incidence of these organisms could 
be explained by the fact that they being highly 
susceptible to antibiotics, cross infections in surgical 
wards are being prevented to a large extent by 
aseptic methods and by the use of penicillin and 
other antibiotics in the routine. 

In the present series, one case of tetanus is re¬ 
ported and this has occurred in a patient who 
underwent an operation for cancer of cervix and 
body of the uterus. Similar reports on the incidence 
of postoperative tetanus are not wanting in the 
literature (Murthi et al., 1961; Vakil et al., 1964; 
Saxena et al., 1966). 

The antibiotic sensitivity pattern of the Gram- 
positive and Gram-negative organisms showed that 
Gram-positive organisms are far more susceptible 
to antibiotics than Gram-negative species. Of the 
drugs tested, chloramphenicol is found to be . the 
most effective agent agaiiKt both Gram-positive and 
Gram-negative organisms. This finding is in con- 
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formity with other workers (Barber and Burston, 
1955; Wolma and Lynch, 1959; Wasek et al., loc. 
cit.; Singh et al., loc. cit.). The next useful drug in 
Grara-positive infections is erythromycin followed 
by tetracycline, streptomycin and the least useful 
bring penicillin. Against Gram-negative organisms, 
dcmethylchlortctracyclinc and streptomycin arc 
, found to be alternative drugs of choice. But Ps. 
aen^imsa, the most frequently encountered isolate 
in the present study, is found to be highly resistant 
to all the antibiotics tested. This organism is well 
known for its resistance, to a wide range of anti¬ 
biotics (Wasek eta/., loc. e//.;Cruickshank, loc. cit.; 
Singh etal., loc. cit.). 

Summary 

One hundred cases of postoperative wound infec¬ 
tions were invktigatcd to study the relationship 
between degree of sepsis and the type of wound, time 
of onset of infection and the nature of infection and 
to study the bacterial flora and their susceptibility 
to antibiotics in common use. 

Trivial infections occurred more frequently among 
clean and potentially infected wounds, and severe 
sepsis in frankly infected wounds. Majority of 
. severely infected wounds were seen in the 1st week 
of- postoperative period, whereas trivi;)l sepsis 
occurred after the 1st week. Single infecting 
organisms were found to be responsible for trivial 
sepsis whereas infection with more than one orga- 
. nism was associated frequently with severe type 
of sepsis,, Statistical analysis of the relationship 
between degree of sepsis on one hand and the type 
of wound, day of onset of sepsis and the nature of 
infection on the other, showed significant association. 

Bacteriological study yielded 160 micro-organisms 
and of them 50 strains were isolated from patients 
suffering from infection caused by a single organism 
and the rest from mixed infections. P.y. aeruginosa 
, was the predominant species followed by coagulasc 
: positive staphylococci, Esch. coli. proteus species, 

, klebsiella, coagulase negative staphylococci and 
^different species of streptococci. Cl. tetani was 
; isolated in one case. 

The phage typing of coagulase positive staphylo- 
’ cocci revealed that a large number of straine were 
^untypablc. Among the typable strains, phage group 
ni was frequently encountered followed by group I, 
'unclassified group and group II. 
i Antibiotic sensitivity pattern of the isolates re- 
ivealcd that chloramphenicol is the drug of choice 
.against both Gram-positive and Gram-negative 
■organisms. Next to chloramphenicol, erythromycin 
;is found to be the efiective agent against Gram- 
\positivc organisms and demethylchlortetracyclinc 
i«Bd streptomycin against Gram-negative species. 
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in Premature Beats 
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Synthetic antimalarial drugs including the 4- 
aminoquinolines have been ftamd effective in clini¬ 
cal management of diseases olher than plasmodiaj 
infection. Although the precise mechanism of 
their non-specific action m many diseases still 
remains unknown, they seem to have occupied a 
significant place in current therapeutics. 

Chloroquine has also been used in management 
of cardiac arrhythmias to raise electric fibrillation 
threshold of cat atrium (Bruno ef «/., cited by 
Sollmann. 1959) and to decrease excitability and 
conductivity of the ventricles (Hess, 1954; Sanghvi, 
1956). In view of remarkable successes in experi- 
mcntiil animals, one can find some justification 
in a further trial of chloroquine in cases of cardiac 
arrhythmias. It has successfully been used to abolish 
ventricular premature beats (Sanabria, 1955; Burrell 
and Martinezo, 1958), atrial fibrillation (Sanghvi, 
1956), atrial tachycardia, premature atrial ectopics 
(Burrell and Martinezo, /oc. cit.) and ventricular 
tachycardia (Burrell and Martinezo, he. at., Mal- 
hotra and Krishen, 1968). However, Bcllct (1963) 
found the drug less dependable than quinidine in 
abolishing or suppressing ectopic rhythms and 
reported the emergence of tolerance limiting its use 
over long periods. Hence, the role tif chloroquine 
as an anti-arrhythmic agent is still controversial. 

Its successful use in abolishing resistant >'enlri- 
cular tachycardia in a patient prompted the study 
of the efficacy of chlroquine sulphate in cardiac 
arrhythmias. An attempt has been made in this 
communication to evaluate chloroquine sulphate in 
the management of cardiac ectopic beats. 

Material and Method 

Fifty patients having ectopic beats of varied 
aetiology have been studied. Twenty-seven cases 
were inpatients while 23 were outpatients (35 males 
and 15 females). The age ranged from 14 to 70 
years. The presenting symptoms were palpitation 
(34 cases) precordial discomfort or thumping (21), 
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weakness and tiredness (16) and sleep disturbance (5). 

A thorough clinical check up, history of i>re- 
cipitating cause, if any, a routine baseline li-lead 
electrocardiogram and other relevant investigatioiffi 
were undertaken. 

Six or more missing beats per minute were classi¬ 
fied as multiple ectopics and less than this number 
as occasional ectopic. 

Chloroquine sulphate tablet containing O.I 5 g. of 
the basic salt was used orally in doses of 2 to 4 
tablets per day depending on occasional or multiple 
nature of the ectopic beats. The drug was given 
for a varying period of 4 days to 3 weeks. The 
patients were followed up for one to 20 weeks. 

When the patients showed a positive response 
to the drug, the dose was gradually tapered off 
and omitted over a period of 3 to 4 days. Twice a 
day dosage schifdulc was used for occasional ecto¬ 
pics while the other dosage schedules were for 
multiple extrasystoles. The higher doses also elicited 
tolerance of the drug. 

The criteria for assessment of the results of 
therapy were as follows: 

Excellent—Return of regular sinus rhythm and 
no recurrence on stoppage of drug for 4 weeks. 
Good—Return of regular sinus rhytlim but .re¬ 
currence on stoppage of drug. Moderate—Reduc¬ 
tion in the number of ectopic beats and maintenance 
at the same level on stoppage of the drug. No 
response. 

Observations 

Age and .vc.v -The age ranged from 14-70 years. 
There were 35 males and 15 females. 

Extrasystolcs-The incidence of types of extra- 
sysloles is shown in Table 1. 


TAnLE I— Showing Type op Extraisystoles 


Types of cxtrasystoles 

No. of cases 

Ventricular Supraventricular 

Occasional 

5(Fig.1) 

4 

MuUiplc/Mull ifocal 

22 (Fig. 2) 

9* (Fig. 3) 

Bigeminy 

6 

1* 

Quadrigeminy 

3 


Total 

36 

14 


*One case each lud nodal cxtrasystoles 


Aetiology -The incidence of actiological factors 
is shown in Table 2. 

Other associated diseases which could act as 
contributory factors in causation of cxtrasystoles 
were diabetes mellilus (2 cases), anaemia (5 cases), 
bronchitis (4 cases) and urinary infection (1 case). 

Response to tjierapy -The incidence of response 
to chlorquine sulphate therapy in premature cardiac 
beats is shown in Tabic 3. 
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Fig. 1- Showing Occasionai. Ventricuiar F.xtra- 
SYSTOI.E (A) AND NORMAL SiNUS RHYTHM (B) 



►, 

p, ■ 



L. ....^ 




Fic. 2—Showing Mimtiple Multhocai Veniricular 
E in:iiASYSTOi.E (A) and Normal Sinus Rhythm (B) 


Tabus 2~Showino Incidfnce op Aetiological Factors 


Cause No. of cases 

Ventricular Supraventricular 
cxtrasystolc cxtrasystolc 


Idiopathic 10 4 

Atherosclerolic heart disease 18 S 

Postoperative 1 1 

Hypertensive heart disease 3 2 

Thyrotoxicosis 1 

Allergic bronchitis 1’" 2 

Rheumatic heart disease 2 — 

Total 36 14 


*Aiso liad nodal supraventricular extrasystulcs 


Table 3 Showimo iNcior.Ncc of Ri-Sponsl to TitruAPY in 
Cardiac Akkiiytiimias 


Response 

Arrhythmias 


Ventricular 

Supraventricular 


cctopie beat 

ectopic beat 

Excellent 

IR 

10 

Good 

3 


Moderate 

10 

4 

No response 

1 

— 

No follow-up (drojiout s) 

4 

— 

Total 

36 

14 


The patients who obtained moderate relief or 
when the arrhythmia was of a persistent nature, 
other drugs such as procainamide, quinidine and 
phenytoin sodium were used with beneficial results. 

The relationship of dosage schedule and duration 
of treatment is shown in Table 4. 



Fig. 3— Showing Nodal Extrasystole (A) and Sinus 
SxxntM (B) 


Table 4—Smowino Correlation of Time op Response with 
Dosage Schedule 


Time of response Dosage schedule 


(days) 

Four times daily 

’ Thrice daily Twice daily 

1-3 

2 cases 

10 cases 

6 cases 

4-7 

3 cases 

14 cases 

4 cases 

8—14 


6 cases 


No response 

1 case 

— 

— 


6 

30 

to 

Dropouts 


2 cases 

2 cases 

Total 

6 

32 

12 


S/tfe-^cc/ 5 -The incidence of side-effects is 
shown in Table 5. 
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TmOiB 5—Showing Incidence op Sioe-Efpects 


Side-efGKts 

No. of cases 

Nai^a 

13 

Vomiting 

5 

Dizziness 

5 

Epigastric fullness 

7 

Loose motions 

2 

Diminished appetite 

2 

Dryness of mouth 

t 

Vertigo 

7 

Epigastric pain 

5 

Blurred vision 

2 

Tinnitus 

1 

Sleeplessness 

2 

Headache 

5 

Depression 

1 


Discussion 

Experimental studies in animals have demon¬ 
strated that chloroquine decreases the conductivity 
of the cardiac muscle (Hess and Schmidt, 1959). 
It exerts a more effective anlifibrillatory action on 
the heart than quinidine. Clinically, the drug has 
been tried in the management of supraventricular 
paroxysmal tachycardia, multifocal ventricular extra- 
systoles and atrial fibrillation (Sanabria, loc. cit.\ 
Sanghvi, 1956; Burrell and Marlinezo, loc. cit). 
The later authors used this drug in a case of 
paroxysmal ventricular tachycardia in whom rever¬ 
sion to normal rhythm was successfully achieved. 

Chloroquine has been successfully used in a case 
of ventricular tachycardia, earlier found resistant 
to quinidine and procainamide by Malhotra and 
Krishen (loc. cit.). No such case was encountered 
in this series, but cases of ventricular premature 
beats (precursor of ventricular tachycardia) showed 
a favourable response. In clinical practice, a physi¬ 
cian may face a situation of refractoriness of this 
tachycardia to cither quinidine or procainamide 
especially (Ballet, loc. cit.). Chloroquine can be 
considered as an alternative drug. Premature beats 
can be treated earlier in cases of ischaemic heart 
disease so as to prevent this dreadful complication 
of ventricular tachycardia with this safe and 
potent drug. 

Eighteen cases of ventricular premature beats 
responded well to this drug. In 3 cases, extrasystoles 
disappeared but a recurrence was seen on follow-up 
when the drug was withheld for sometime. In 10 
cases of this scries, there was a reduction in number 
of extrasystoles but they persisted in spite of conti¬ 
nuation of this therapy. The findings in the present 
series are in consonance with those of Sanabria 
(loc. cit.) and Burrell and Martinezo (loc. cit.). The 
partial relief in 10 cases may be explained on the 


basis of tolerance to the drug with subsequent lack 
of response. 

Hess and Schmidt (loc. cit.) explained the mode 
of action of chloroquine in cardiac rhythm dis¬ 
orders by the depressive effect of the drug on resting 
excitability and a decrease in conduction velocity 
of the muscle with recovery from depression. Com¬ 
paratively, quinidine showed little recovery. In rat 
heart experiments, chloroquine did not depress 
oxygen uptake and glucose utilisation (Hess, 1956; 
Hess and Schmidt, loc. cit.). Moreover, Sanabria 
et. al. (1959) found out that intravenous adminis¬ 
tration shows inhibition of succinic dehydrogenase 
in the conducting system in contrast to quinidine 
and procainamide, thus accounting for its anti- 
fibrillatoiy effect. 

Burrell and Marlinezo (he. cit.), Sanabria (loc. 
cit.) and Chen and Chou (1959) considered chloro¬ 
quine to be an effective agent in therapy of cardiac 
arrhythmias in general use and its indications are 
similar to quinidine with less of untoward and 
cardiotoxic effects. Only mild gastro-intestinal side- 
effects were observed. Trivial side-effects were also 
encountered but these were not seen after reducing 
the doses or stopping the drug in the present series. 
Hobbs and Sorsby (1959) observed visual dis¬ 
turbances and retinopathy after extensive therapy 
which disappeared after the drug was sloppy. 
In this series, blurred vision was seen in 2 cases as 
a temporary phenomenon and normal vision was 
obtained after cessation of therapy. However, 
keratopathy, corneal infiltration, macular mottling, 
bulls eye, prcmaculopathy, transient loss of accom¬ 
modation have been observed in cases receiving 
the drug on long term therapy (Arden and Kolb, 
1966; Percival and Behrman, 1969). 

Sanghvi and Malhiu' (1965) observed occasional 
electrocaidiographic abnormalities e.g., T-wavc in¬ 
version and S'l'-segmcnt depression in left ventri¬ 
cular leads after 10 days of chloroquine therapy. 
Such changes were not observed in this scries. This 
may be due to low dosage schedule us well as a 
short course of therapy in the present scries. 

Since chloroquine in low doses carries a minor 
risk of toxicity and has been found effective in 
control of atrial, nodal .and ventricular extra¬ 
systoles. a plea is made for a further detailed evaluv 
tion of the drug in clinical practice. 

Summary 

Fifty cases of ectopic beats of varied aetiology 
and origin have been studied. There were 27 
inpatients and 23 outpatients. Oral chloroquine 
sulphate was administered in dose of 0..30-0.^ g. 
(one base) per day for 4-21 days depending on the 
individual requirements. There was reversion to 
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normal rhythm in 18 out of 36 cases of ventricular 
extrasystolcs and 10 out of 14 cases of supraventri¬ 
cular ectopics after varying periods of treatment. 
The side-effects were minor and transitory. The 
drug is recommended for use and the need for 
further clinical trials is suggested. 
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from the non-obstructive variety in Which surgery 
is contra-indicated. Clinical evaluation and the 
battery of laboratory tests are not always helpful. 
Oral and or intravenous cholecystography are 
neither useful nor arc they safe when the sefum 
bilirubin level exceeds 3 mg./100 ml. The situation 
has not changed even after the advent of “four-day 
telepaquc test” (Sutton, 1975) and “drip infusion 
cholangiogram”. 

Material and Method 

In this communication, results of percutaneous 
transhepatic cholangiography in 15 jaundiced 
patients arc presented. Of the 15 patients 10 are 
males and 5 females and their age ranged between 
35 and 62 years. All these patients had serum bili¬ 
rubin above 12 mg./lOO ml. This investigation was 
performed as an immediate pre-operative procedure 
and at the outset it was decided to explore all patients 
in whom obstruction would be demonstrated and to 
critically review the rest in whom examination 
would be unsuccessful. 

Liver was punctured at a point 2.5 cm. below 
and to the right of xiphoid process. Lumbar punci are 
needle No. 18, sheathed in a polythene lube, was 
used. Nol more than four attempts were made to 
canmilatc a biliary radicle. After cannulation, bile 
was aspirated as much as possible, followed by the 
introduction of 10 ml. meglumine iothalamatc, 60 
pci cent w/v. Films were taken both in supine and 
erect positions. Exploiation was carried out in 
14 cases. One patient (case 7) in whom the cannula¬ 
tion was unsuccessful was not explored. 

Observations and Discussion 

The results of percutaneous transhepatic cho¬ 
langiography are shown in Tabic 1. 

Percutaneous transhepatic cholangiogram (PTHC) 
was attempted in 15 patients in this scries |ind was 
successful in 12 cases. The nature and the site of 
obstruction were clearly demonstrated. This exami¬ 
nation, however, indicates only the proximal level 
of stricture and it was not possible to determine 
the extent of involvement of the malignant process 
distally. Sometimes, it is difficult to differentiate 
the benign from the malignant stricture. Delayed 
hlms (at 5 minutes and 10 minutes), taken in erect 
posture, were immensely helpful to sort out the 
problem. Sutton {loc. cit.) has observed, “failure to 
puncture a biliary radicle after three attempts is a 
fairly good evidence that hepatic ducts are not 
dilated and will suggest that jaundice is not obstruc¬ 
tive in origin. An unnecessary laparotomy may 
thus be avoided”. However, in 3 cases in this 
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Table 1—Showing the Results of Radiological Findings 

Case Name, age Radiological findings Remarks 

No. and sex 


1 

A.K.,35,M 

Benign stricture Confirmed and rc- 

(post-cliolccystec- paired 

lomy) of the common 
bile duct (CBD) 

2 

N.N.,45,M 

Malignant stricture 
of the CBD (Fig. 1) 

Carcinoma pancrea¬ 
tic head 

3 

B.K.,52,M 

Malignant siricture 
of the CBD 

Carcinoma gall blad¬ 
der, cystic duct and 
common bile duct 

4 

S.B.,56,F 

Radiolucent calculus 
in CBD (Fig. 2) 

Confirmed at opera¬ 
tion 

5 

A.M.,4I,M 

Malignant stricture 
of the common hepa¬ 
tic duct (Fig. 3) 

Confirmed at opera¬ 
tion 

G 

S.B.,48,F 

Malignant stricture 
oftheCBD(Fig.4) 

Carcinoma gall blad¬ 
der, cystic duct and 
common bile duct 

7 

K.K.,45,F 

I-ailed 

Not explored 

8 

S.R.,42.F 

Benign stricture CAinfirmcd and rc- 

(pustopcrativc)ofthc paired 

CTiD 

9 

R.B.,55.IVf 

Malignant stricture 
of the CBD 

Carcinoma bile duct 

10 

S.S.,60,M 

Failed 

Carcinoma pancrea¬ 
tic head 

II 

B.D.,62,IVi 

Malignant siricture 
of the CBD 

Carcinoma common 
hepatic and bile dm i 

12 

R.D.,40,F 

Benign stricture 
(postoperative) 

Confirmed and re¬ 
paired 

13 

P.R.,46,M 

Calculus in CBD 

Confirmed 

14 

s.k;.,52,m 

Failed 

Carcinma parcrca- 
lichead 

15 

B.M.,46,M 

Malignant stricture 
of the CBD 

Carcinoma bile duct 



Fjo. 1— Showing Malignant Fig. 2— Showing A Radio- 
Stuctuxb of CBD lucent Calculus in CBD 



Fic. 3— Showing Complete Fig. 4— Showing Truegulak 
OfXi ii.sioN OP Comnkjn Long .Siricture of CBD 
Hivpatic Duct 


series the caimulalion failed, of whomfone]’patient 
(case 7) did not undergo laparotomy. Her jaundice 
gradually subsided and oral cholecystography per¬ 
formed at a later dale showed no obstruction in the 
extrahcpatic biliary tree. She was followed up for 
2 years and jaundice has not recurred. Failed PTHC 
in her case was useful and laparotomy could be 
avoided. However, in two other patients (cases 10 
and 14) in whom the examination also failed, surgi¬ 
cal exploration revealed carcinoma of pancreatic 
head with dilated bile duels. 

Of the 14 patients who underwent laparotomy 
following PTHC 2 cases showed moderate collec¬ 
tion of bile and blood in the peritoneal cavity. This 
observation justified routine exploration of all 
patients following successful cannulation. It is desir¬ 
able to leave the catheter in situ following punc¬ 
ture in order to minimise leakage of blood and 
bile into the peritoneal cavity. Bayinder (1966) 
and Hanafcc and Weiner (1967) reported the use of 
meglumine iothalamate in percutaneous cholangio¬ 
graphy when severe jaundice precluded the use of 
contrast media by the more usual methods and the 
visualisation of gastrohepatic bile passages was 
indicated. Molnar and Stockum (1974) have advo¬ 
cated PTHC as a therapeutic measure to relieve 
jaundice in critically ill patients where immediate 
surgical exploration is not possible. Mahajan 
et al. (1974) performed this investigation by using 
30 per cent meglumine iodipamide in 33 subjects. 
Amla et al. (1974) used 70 per cent sodium acc- 
trizoale in a scries of 10 palienls. However, both 
these contrast media arc more toxic than meglu¬ 
mine iothalamate as used in this study and should 
be avoided. Mukerjee et al. (1970) demonstrated 
obstruction in the common bile duct by Iranshepa- 
tic cholangiogram but the type of contrast medium 
used was not mentioned. 
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Summary and Conclusion 
Transhepatic cholangiography is a satisfactory 
procedure in the investigation of jaundice, provided 
it is undertaken as an immediate pre-operative 
procedure. 

Since only the proximal level of obstruction is 
shown, the extent of malignant inliltration can not 
be demonstrated nor can rcsectibility be predicted. 

Failure to cannulatc a biliary radicle docs not 
necessarily preclude obstruction. Surgical explora¬ 
tion is justified on clinical grounds alone. 

Meglumine iothalamaic 60 per cent is the contrast 
medium of choice, since it is less toxic than other 
contrast media commonly used. 
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The Problem in the Diagnosis 
of Chronic Synovitis of Knee 
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Synovitis of knee, especially in subacute and 
chronic stages, is quite often considered and treated 
as tuberculosis which, however, has not been sub¬ 
stantiated by closer clinical and operative findings 
in quite a few cases. Chronic synovitis is not a 
diagnosis but a term descriptive of a particular 
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pathological process, i.e., chronic inflammation of 
the synovial membrane, and this can be caused in 
several ways. Chronic synovitis of knee has there- 
fore, a profound significance and it is very important 
to determine the cause of synovitis before deciding 
on the line of treatment. 

Clinical Aspect 

One hundred patients with pain, swelling and 
some with deformity and stiff knee admitted in the 
Orthopaedic Department, S.M.H.S. Hospital, Sri¬ 
nagar comprised the material for study. Traumatic 
and acute septic synovilis of knee were not included 
in this group. 

///.v/ory--History of tuberculosis of chest was 
present in 8 cases (26.6 per cent) out of 30 diagnosed 
cases of tuberculous synovitis of knee. History of 
irauma was obtained in 30 per cent cases of tuber¬ 
culous synovitis, in 60 per cent cases of undiagnosed 
synovitis and in 50 per cent cases of osteo-arthritis 
of knee. History of bleeding tendency was obtained 
in 3 out of 4 cases of haemophilic arthritis of knee. 
History of sexual contact was present in all the 
4 cases of syphilitic arthritis of knee. 

Diagtmts -Thorough interrogation, complete 
clinical examination, laboratory investigations 
(including complete haemogram, F.SR, routine 
urine examination, serological lest for syphilis. 
Rose-Waaler test for rheumatoid arlliritis and tuber¬ 
culin test), aspiration of knee joint under all aseptic 
precautions with smear and culture studies, radio¬ 
logical examination of joint, regional lymph gland 
biopsy in suitable cases and histopathologic exami¬ 
nation of synovial membrance were done in the 
100 inpatients during a period of 4 years. The 
diagnosis of specific type of synovitis of knee was 
made on the basis of above. 

Incidence - In the present series the incidence of 
chronic synovitis of knee was 5 per cent of all 
orthopaedic admissions during the period of 4 
years. Tabic 1 shows the incidence of diflerent types 
of synovilis of knee. 


Table 1-Showing the Incidence of DiFFEREMr Types of 
Synovitis 


Diagnosis 

No. of cases 

1'uberculous synovitis 

30(30%) 

Undiagnosed 

22(22%) 

Rheumatoid mthritis 

I6*(i6%) 

Osteo-arthritis 

16(16%) 

Septic arthritis 

6(6%) 

Haemophilic arthritis 

4(4%) 

Syphilitic arthritis (acquired) 

4(4%) 

Pigmented villonodular synovitis 

2(2%) 

Total 

100 

*Twelve cases had polyarticular involvement 
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Table 2—Showing Ace and Sex Distribution ! 


Diagnosis 

6^10 

Age group in 
2 Y -30 ■ “3N40“ 

years 
"4i-5i) ■' 

51-60* 

61-70 

Sex 

Male Famale j 

Tuberculous synovitis 

8 

18 

4 





18 

12 ; 

Undiagnosed 

— 

8 

6 

6 

2 

_ 

_ 

10 

12 : 

Rheumatoid arthritis 

— 

4 

8 

2 

-1 

.. ^ 


4 

12 < 

Ostco-arthritis 


— 



12 

2 

2 

12 

4 i 

Septic arthritis 

2 

4 

— 

— 




6 

- 1 

Haemophilic art hritis 

2 

2 

— 

— 



. - 

4 


Syphilitic arthritis (acquired) 


— 

— 

— 

— 

2 

2 

4 


Pigmented viMonodular synovitis 

- . 


— 


2 


— 

2 


Total 

12 

36 

]8 

8 

18 

4 

4 

60 

40 


Age and sex Table 2 shows age and sex distribu¬ 
tion of the patients. 

Symptoms and signs-The commonest complaints 
in this series were swelling, pain, limp, sweating 
and weakness (Table 3). The clinical findings in 


Table 3—Showing Distribution of Complaints 


Diagnosi-s 

Swelling 

Pain 

Limp 

Sweating Weakness 

Tuberculous 

synovitis 

30 

16 

16 

16 4 

Undiagnosed 

16 

18 

4 

_ 

Rheumatoid 

arthiritis 

14 

12 

4 

14 12 

Osteo-art hritis 

8 

16 

— 

-- 2 

Septic arthritis 

6 

6 

6 

— 

Haemophilic 

arthritis 

4 

4 

4 

— 2 

Syphilitic 

arthritis 

(acquired) 

4 

— 

4 


Pigmented 

villonodular 

synovitis 

2 

— 

— 

— 

Total 

84 

72 

38 

36 22 


various types of synovitis of knee arc shown in 
Table 4. 

Socio-economic status and occupation —Table 5 


Table 4- Showing the Clinical Findings 


Diagnosis Was- 

Defor- 

Res- 

Crepi- 

Anae- 

Inguinal 

ting 

mity 

friction 

tus 

mia 

lymph 



of 

move¬ 

ments 



gland 

enlarge¬ 

ment 

Tuberculous 
synovitis 30 

14 

12 

6 

20 

18 

Undiagnosed 4 

6 

6 

2 

6 

8 

Rheumatoid 

arthritis 8 

6 

6 

2 

10 

4 

Osleo-arthritis 2 

4 

10 

14 

2 

— 

Septic arthrit is 2 

6 

6 

— 

6 

2 

Haemophilic 

arthritis 

2 

4 

— 

2 


Syphilitic 

arthritis 

(acquired) ■ - 

4 

— 

4 

— 


Pigmented 
villonodu¬ 
lar syno- 

vitis — 

— 

2 

— 

— 

— 

Total 46 

42 

46 

28 

46 

32 


Table 5—Showing Socio-lconomic Statxjs and Occupational Histcry 
Diagnosis Socio-econoinic status Occupational history 

Poor Middle class Rich Farmers Sedentary workers Businessmen Housewives; 


Tuberculous synovitis 24 6 — 16 — 14 — 

Undiagnosed 4 12 6 8 10 A — 

Rheumatoid arthritis 4 4 8 — 4 — 12 

Osteo-arlhritis 10 <5 — 12 4 — — 

Septic arthritis 6 — — 3 3 — — 

Haemophilic arthritis 4 — — 4 — _ _ 

Syphilitic arthritis (acquired) 2 2—2— 2 — 

Pigmented villonodidar synovitis 2 — — 2 — _ _ 

Total 56 30 14 47 21 20 12 
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rABi-F. 6 --Showing the Results of HaematolckiICAl Investigations 


1 

Diagnosis 

Total WBC (per c.inm.) 

Lymphocytes (%) 

ESR (ram. 1st hour). Haemoglobin(g.%) 



Mean 

Range 

Mean 

Range 

Mean 

Range 

Mean 

Range 

V, 

% 

It 

Tuberculous synovitis 

5000 

4000-7000 

40 

30-60 

30 

20-70 

10 

6-12 

I, p 

1 

Undiagnosed 

4500 

5000-8000 

25 

20-40 

20 

10-40 

12 

10-15 

1 

Rheumatoid ariliritis 

4200 

3800-6000 

30 

25-35 

20 

10-42 

11 

5-13 

if? 

Osieo-arl lirilis 

4500 

4500-5000 

25 

20-40 

26 

18-42 

12 

9-14 

t 

Septic arthritis 

liOOO 

9000-12000 

35 

30-40 

10 

5-20 

10 

7-11 

f 

Haemophilic arthritis 

7500 

5000-10000 

27 

25-30 

24 

18-28 

9 

8 -tO 


Syphilitic arthritis (acquired) 

5500 

4500-6500 

35 

30-40 

15 

12-18 

11 

10-12 

A 

'j 

Pigmmtcd villoiiodular synovitis 

5000 


30 


10 


12 



shows the socio-economic status and occupation 
of the patients. 

Investigations- The results of hacmatological in¬ 
vestigations arc shown in Table 6. 

VDRL test was positive in all lheT4 cases of 
syphilitic arthritis. Bleeding time was normal in all 
the 4 cases of haemophilic arthritis but clotting 
time was prolonged in all of them. Culture and 
smear studies were positive in all the 6 cases of 
septic arthritis and Staph, aureus was the respon¬ 
sible organism. Tubercle bacilli could be cultured 
only in 2 out of 30 cases of tuberculous synovitis 
of knee. Rosc-Waalcr test was positive in 12 out 
of 16 cases of rheumatoid arthritis (75 per cent). 
Mantoux reaction was positive in all the cases of 
tuberculous synovitis. 

' Radiology - The results of x-ray examination are 
' shown in Table 7. 

Operative jindings -The gross appearance of 
synovial mcmbrancc at operation is shown in 
-Tables." 


Table 7 - Showing the Results of X-ray Examination 


Diagnosis 

Diagnostic 

Inconclusive 

Tuberculous synovitis 

12 

8 

Undiagnosed 

- 

22 

Rheumatoid aTthriii.s 

12 

4 

Osteo-arthritis 

16 

— 

Septic arthritis 

6 

— 

Haemophilic arthritis 

— 

4 

Syphilitic arthritis (acquired) 

4 

— 

Pigmented villonodular synovitis 

— 

2 

Total 

50 

50 


Histology —Table 9 shows the results of histo¬ 
logical examination. Regional lymph node biopsy 
where inguinal lymph nodes were enlarged, showed 
its diagnostic value in cases of tuberculous synovitis 
in 13 out of 18 cases (72.2 per cent). 


I'ahij; 8 SiiuwiNc. Titi. Gross Appearance of Synovial Membrani at Operation 


Diagnosis 

No. of 

ca^cs 

Thickned 

membrane 

Vascularity 
Normal Increased 

Colour 
Grey Red 

Pannus 

Destruc¬ 
tion of 
cartilages 

Caseous 

material 

Villous 

growth 

Tuberculous synovitis 

30 

30 

- 30 

8 

22 

12 

8 

12 

-- 

Undiagnosed 


18 

6 16 

2 

14 

4 

2 

— 

1 

Rheumatoid artluitis 

16 

16 

— 16 

1 

15 

16 

14 

—- 

— 

Osteo-arthritis 

16 

14 

3 13 

2 

14 

8 

12 

— 

2 

Septic artlirit is 

6 

6 

— 6 

— 

6 

— 

4 

— 

-T 

Haemophilic arthritis 

-- 

— 


— 

— 

— 

— 

— 

— 

Syphilitic arthritis (acquired) 

4 

4 

— 4 

4 

— 

— 

2 

— 

— 

Pigmented villonodular synovi 

Us 2 

2 

2 

2 

— 


— 

— 

2 

Total 

96 

90 

9 87 

19 

71 

40 

42 

12 

5 


l 

r 
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CHRONIC SYNOVITIS OF KNEE—MISGAR ET AL. 13> 


Table 9—Showing the Results of Histological Examination of Synovial Membrane 


Diagnosis 


No- of Fibrosis Lymphocytes Giant cells Endothelial Synovial Casea- NcCro> 

cases Ij, ~+ ^ cells membrane tion osis 

-il ZT" prolife- ^ _ -j- _ 
ration 

+ H 


Tuberculous synovitis 

30 

14 12 

4 

20 

10 

18 

30 

0 

30 

0 

2 

28 

15 15 

0 

30 1 

Undiagnosed 

22 

10 8 

4 

6 

14 

2 

5 

17 

20 

At 

2 

20 

0 22 

0 

22| 

Rheumatoid arthritis 

16 

4 8 

4 

4 

8 

4 

14 

2 

15 

1 

3 

13 

0 16 

0 

16 1 

Osteo-arthritis 

16 

12 4 

0 

14 

1 

1 

4 

12 

6 

10 

1 

15 

0 16 

0 

16? 

Septic arthritis 

6 

4 2 

— 

2 

1 

3 

1 

5 

2 

4 

1 

5 

0 6 

0 

6 j 

Haemophilic arthritis 

— 

— — 

— 

- 

— 

— 

- 

- 

— 


— 

— 

-- 

— 

— i 

Syphilitic arthritis 
(acquired) 

4 

1 1 

2 

1 

2 

1 

2 

2 

2 

2 

0 

4 

0 4 

3 

1 1 

Pigmented villonodular 
synovitis 

2 

0 1 

1 

1 

1 

0 

1 

1 

1 

1 

2 

0 

0 2 

0 

t 

2| 

Total 

96 

45 ' 36 

15 

30 

37 

29 

57 

39 

76 

20 

11 

85 

15 81 

3 

93 i 

5 

— ,absent; -)• .Slight; - 

|- moderate; -f 

•r "1 

, Severe 













Discussion 

The aetiology bf chronic synovitis, as so defined, 
is usually obscure. Inge (1938) observed lhat the 
pathologic changes in the synovium in the usual 
mono-articular chronic synovitis are not typical of 
cither rheumatoid arthritis or osteo-arthritis. He 
noted the following in regard to these changes, 
“whatever the cause of inflammation, whether 
rheumatoid arthritis, infectious synovitis or chronic 
trauma and regardless of what the clinical result of 
operation may be, pathologic changes in the synovial 
membrane arc basically same in all the cases”. 

Until recently, many joints were treated on the 
erroneous assumption that they were tuberculous, 
whereas others, later proved to be tuberculous, were 
treated for months or years as non-tuberculous. The 
outcome in both groups has frequently been un¬ 
favourably altered by these errors. In peripheral 
joints the history, physical examination and 
rocntgenographic and laboratory studies often yield 
inconclusive information (Crenshaw, 1971). 

TheaetoilogyoflOO cases of chronic synovitis of 
knee was ascertainable in 78 per cent cases only; 
in the remaining 22 per cent cases no specific cause 
could be found and were thus labelled as undiagnosed 
chronic synovitis of knee. Tuberculous synovitis 
formed 30 per cent of c^es because the incidence 
of pulmonary tuberculosis in the Kashmir valley 
is high and incidence of tuberculous arthritis in any 
given country is roughly proportionate to the amount 
of pulmonary infection (Wiles, 1959). In the present 


series rheumatoid and osteo-arthritis each constituted 
16 per cent, septic arthritis 6 per cent, haemophilic 
and syphilitic arthritis 4 per cent each and pigmented 
villonodular synovitis 2 per cent. In the present 
series it is impressed that the diagnosis of specific 
type of synovitis of knee, can only be made on the 
basis of detailed history, clinical findings, laboratory 
investigations, radiological features, regional lymph 
gland biopsy in suitable cases and above all the 
histopathologic examination of synovial membrane. 

Summary 

Attempts have been made to form a working 
model of criteria to solve the problem in the diag¬ 
nosis of chronic synovitis of knee. One hundred 
cases of chronic synovitis of knee have been studied 
and thoroughly investigated according to the scheme 
outlined above. In spite of the working criteria, 
in a good percentage of cases (22 per cent) the 
aetiology remained obscure and, therefore, there 
is a vast field for research on the aetiology of 
chronic synovitis of knee, as it is very important 
to determine the cause of synovitis before any 
treatment is attempted. 
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CASE notes 
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Conjunctival Cysticercosis 

ISHWAR SINGH*, A. C. PHOGAT** 

B. S. CHOHAN***, K.P. S. MALIK**** 

Human cysiicercosis usually manifests itself in a generalised 
form with widespread involvement of the subcutaneous tissues, 
muscles and brain. Solitary cyst, a comparatively uncohunon 
mode of manifestation, has been found in all parts of the eye 
and the lids, llie commonest site being the vitreous- Involve¬ 
ment of the conjunctiva is considerably uncommon all the 
World over compared to the intra-ocular and intracerebral 
infestations (Dukc-Eldcr, 1965). 

In Indian population, this is perhaps the Sth case to be 
brought on record- The first case of this kind was reported by 
Cliadha (1962), followed by addition of 3 more cases by Reddy 
el al. (1964). The present case merits report because of the 
clinical curiosity and rarity of such manifestation, particularly 
in thi.s part of rural India where people are slrktly vegetarian. 

Casi! Ri;port 

S. K.,a t2-year-old Hindu boy from a neighbouring village, 
was referred from Civil Hospital, Rohtak with a painless 
swelling of the bulbar conjunctiva of the right eye extending 
from the middle of ilie lower fornix to an area Smin. away 
from the limbus. It was a localised, hcmispltcrical, whitish 
cystic swelling, measuring 10 mm. v9 mm. (Fig. I). The over¬ 
lying conjunctiva was free and showed no feature of irritation 
or inflammation. Pressure over tlie swelling excited no tcndcr- 



Fig. 1—-.9nowiNt; an Oval Cv.stic Swei.i.ing of the 
IJ uiPAR CON.tlINCTIVA 

•M.S. .Chief Ophthalmologist, M. N. Kyc Hospital, Rohtak 
♦•M.S.. Surgeon In-charge, Civil Haspital. Rohtak 
•**M.D.. Reader, Department of Ophthalmology. Medical 
College, Rohtak 

♦•••M.S,, Registrar. 13eparimciit of Ophthalmology, 
Medical College, Rohtak 


ness. Excision was easy and only thin adhesions with sclera 
were encountered. 

Microscopic examination confirmed the diagnosis of sub- 
couiunctival cysiicercus cellulosae (Fig. 2, H. &E.,x40). 



FlO. 2—SHClWrNG SllBCONJUNCTIVAI. Cv.STICERCUS CEI.LULOSAB 
IN PllOTOMICBOGRAPH 

The boy was otherwise hale and hearty. History of vomiting, 
abdominal di.scomfort, epileptic scizure.s and passing of worms 
in the stools was absent. Stool examination after a purgative 
was positive for T. solium. 

Discus-sion 

Cysticercosis or the pork tape worm infestation is cosmo¬ 
politan in distribution and is most common in countries whtie 
pork is eaten raw or insufficiently cooked. Man is the only 
definitive host and the pig an intermediate host. 

The present case represents one of the enigmas of parasito¬ 
logy because of the fact that the sufferer happened to be from 
an area where people refrain from eating any type cf meat. 
Secondly, the population of hogs there, is practically non¬ 
existent • The infection here seems t o have been acquired through 
water or uncooked vegetables contaminated with T. solium 
eggs. The man thus serving as the intermediate host showed 
features of systemic infection. The lesion here is representative 
of light and asymptomatic infections conforming to the earlier 
observations that cysticerci in the musculature and subcutane¬ 
ous tissues are well tolerated (Beck and Barret-Connor, 1971). 
Clinical diagnosis is thus difficult but chances of missing such 
a diagnosis can be minimised if the condition is kept in 
mind. Excision-biopsy isa radical measure for both diagnosis 
and treatment. 

Summary 

A case of conjunctival cysticercosis in a vegetarian Hindu 
bu> representing an uncommon site and unusual mode of pork 
tape worm infestation, has been presented. 
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AMOELOBLASTIC FIBROMA—SINGH AND AGARWAL Ii7 
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2 

Amoeloblastic Fibroma 
in an Adult 

MOHAN SINGH*, S. L. AGARWAL** 

The word odontoma was first introduced in 1866 by Broca. 
Tire classification, done by Thoma and Goldman (1946), is 
based according to their embryonal origin. Ptndborg and, 
C'laasen (I9S8) divided odontogenic tumours into two cate¬ 
gories, the epithelial and mesodermal. Gorlin e/ al. (1961) 
reviewed 14 cases from literature and to which they added 
tiieir own scries of 9 cases. Amoeloblastic fibroma belongs to 
the group of epithelial tumours with prc.scnce of induced 
clungos in adjacent connective tissue. Mittal et al. (1972) 
also reported amoeloblastic fibroma in a child aged 6 years. 

Case Report 

B., a 35-year-old male was brought with gradually increasing 
swclling^of right jaw for preceding 6|- years. Six months befort 
ihc onset of this swelling, the patient Imd pain in right lower 
molars and premolars. A local denlist removed his painful 
teeth- After 3 months of extraction, the patient noticed a small 
sv/elling which was painful in the beginning and became pain¬ 
less after a month- The swelling gradually attained enormofs 
size involving the whole right jaw. 

Examinalion—A huge swelling of right lower jaw extending 
I externally from the ear lobule to the angle of mandible and 
medially crossing 1 cm. beyond symphisis mention theoppositc 
j side. It was bony hard in consistency but there was no tendcr- 
^ ness. The sldn was normal and there was no egg-shell crackling 
present. It was only the outer table of mandible which was 
expanded by growth. The position of tongue remained normal. 
I Buccogingiwil sulcus was obliterated by growth. The regional 
lymph nodes Were not enlarged. X-ray picture showed a cystic 
[ expansion with bony outgrowth of tlie mandible. No evidence 
I of any dental element was seen in the cystic area. 

Surgery —A successful excision of the tumour along with 
mandible (Fig. I) was done. The postoperative period was 
uneventful and the patient was discharged within a week. 

/lurnparAo/nfy—Histopathological report Sihowed amoelo¬ 
blastic fibroma (Fig. 2, H & E-, X JOO; Fig. 3, H. &E., 
X430). 


of Surgery. M. L. B, Medical C ollege, Jbnnsi 
‘ M.S.,Lecturer 
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Fic,. I—SiiORTNCi Gkoss Appearance ot Growth with 
Right Mandibee Removed 



Fig. 2—Showing Bods of Fig. 3—Showing Character- 
Odontogenic Epitheluim istic Embryonic Stromal 

IN A Cellular Stroma Cells and Odontogenic 

Epithelium 

Discussion 

The amoeloblastic fibroma (soft mixed odonloma) is com¬ 
paratively uncommon, if it is judged by the number of 
reported cases. 

The tumour is characterised by pToliferal ion of both epithelial 
and mesenchymal elements in the absence of hard toot It struc¬ 
ture i-c., enamel and/or dentine. In contrast to amoeloblastoma, 
the tumour for whicn it is commonly mistaken, the amuelo- 



blastic fibroma usually occurs in much younger age groups- 
It is not commonly seen in individuals mote than 21 ycais of 
age. ShalTer (1955) in his review revealed an average age of 
17 years. There appears to be no sex prevalence. 

The amocloblasiic fibroma is usually asymptomatic, slowly 
expanding the cortical plate of the jaw. Sometimes, it is dis¬ 
covered as a smooth outlined, cystic radiolucency on routine 
rocntecnographic examination. Uncrupied teeth at times are 
associated with the tumour. Smith (1968) tlrinks it to be a 
coincidence. Spreading of the roots of adjacent teeth may be 
noted occasionally in the radiographs. Clinical bcltaviour in 
all cases surveyed has been almost entirely benign. Most in¬ 
vestigators agree that this lesion should be treated by thorough 
curettage. 

Microscopically, this tumttur is encapsulated and is composed 
of strands and buds of epithelial cells in a connective tissue 
stroma. The epithelial cells rest upon a Ihin delicate basement 
msnibranc. Nuclear orientation is not marked, but when 
present it tends to be away from I lie basement membrane. 
The mesodermal component consists of plump stcll.ale fibro¬ 
blasts. In some tumours, the fibroblasts arc abundant and 
appear to be more mature. 

Cahn and Blum (1952) indicated tliat if allowed to remain, 
the odontogenic cells may have gone on to produce dentine, 
cementutn, enamel and perhaps dozens of small malformed 
and even perfectly formed teeth, the so called compound 
odontoma. The only difference is one of age and maturation. 
Accordingto Gorlin et ut- (Joe- cit.) tile amocloblastic fibroma 
would be the first stage of complex or compound odontoma. 
According to Pindborg and Kramer (1971) the two tumours 
differ, but lesions, which arc primarily complex odontomc 
present features, before calcification, similar to amocloblastic 
fibroma. 

Sl'MMARY 

A case of amocloblastic fibroma in un adult has been rc- 
p.ertcd. It is an uncommon benign odontogenic tumour of 
younger age group. 
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Haemangio-endothelioma of 
Upper Tibia 

(Angiosarcoma) 

NIRMAL .TAIN* 

Haemangiupcricyloma was first described by Stout and 
Murray (1942). Backwinkcl and Diddam (1970) reviewed 
the world literature and collected 247 cases. Tandon et al. 
(1964) described llic histological features in the malignant 
form of this tumour. Anderson (1971) branded both liacman- 
gtoperieyloma and haemangio-endoihclioma into one category 
as angiosarcoma as far as their clinical course was concerned. 
Dube and lushci (1972) ri.porlcd a hacmangio-cndothelioma 
involving the tibia and the soft tissues cf the leg W'hich developed 
at the site of a metal plate implanted for non-union of a frac¬ 
ture. The plate was retained for 30 years. Dissimilar metals 
were considered to cause mctalic corrosion which triggered 
the formation of hacmangio-cndothelioma. Sixty-nine cases 
of bone tumours of Vascular origin were found in a complete 
review of the surgical files of Mayo Clinic (Unni, 1971). Dullu 
et al. (1976) reported a case of malignant hacniagiopericytoma 
of foot metustasising to s;alp, neck and lungs, 

Case Rcpour 

S. R., a 22-yeai-old male, was admilud in the P. 1). M. 
Hospital, Bikaner on 6-12-1976, Wfith pain and swelling in 
the iipp^r part of left leg (Fig. 1). The patient was symptom 



1-iG. 1—SiiovciNr. Ma.ssivi; Swr.i i.ing on Upper Left Leo j 
free 10 monih.s back. To start with he had continuous dull| 
type of pain, more so after Working and walking. After aboai 
4 months of the onset of pain, a swelling appeared in the upper! 
part of the left leg, which gradually increased in size- There] 
was no history of trauma, fever, etc. Past history was nt 
contributory. tf 

Examination—Vhysicn] examination revealed a swellingl 
(20 cm.xl5 cm-xt2 cm.) tender, with slightly raised locuif 
temperature and of soft to firm consistency. The ovcrIying| 

S. P. Medical College. Bikaner 
• M.S.,Z. Orth-jD.T.S. (Vienna), Lecturer in Orthopaedics| 
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gkin was shioing and pigmented. There was no fluctuation, 
nor any bruit was heard locally. He had no lymphadenopathy. 
Knee movements were normal. Other systems were normal. 

Jnvestigalions—'Roiithie laboratory studies of blood and 
urine were within noimal limits. ESR—20 mm. 1st hour, 
serum calcium -9.6 mg. per cent, inorganic phosphorus— 
4.4 mg. per cent, serum alkaline phosphatase—8.7 KA units. 

Radiological investigations—■Slsia.'scwci of the chest was 
normal. AP view cf left leg showed lesion of bone on medial 
aspect of upper l/3rd of tibia with soft ti.ssue swelling; tire 
lateral view showed erosion of bone at the upper end of tibia 
anteriorly and periosteal reaction posteriorly with soft tissue 
swelling anteriorly (Fig ly Arteriography (lateral view) show- 



Fui. 2— .Showing Erosion or Fig. 3—Showing Artfrio- 
Ui’j’i R End or T.i.rr Tibia graphy with MARK,ni> 

Anteihoriy in X-ray HYPriRVASt;tiLARiTY 

cd marked hypsrvascularity, distorted and abnormal vas¬ 
culature with pooling of contrast media at places (Fig. 3). 

Biopsy -Biopsy of the swelling revealed soft, reddish brown, 
friable and rubbery tumour. The lesion was interpreted 
histologically as angiosarcoma. 

Surgery—\n above-fcuee amputation was performed- The 
patient had been provided with an abovc-knee prosthesis. 

Follov-iqf—,Ti\l now there lias been no evidence of any 
pulmonary mctaslases. 

—Resected specimen showed circumscribed reddish 
brown, friable, rubbery lesion. The cortex was caroded with 
the tumour penetrating into surrounding soft tissue- 
Histology sliowed pleomorphic, chromatic cells, enclosing 
a vascular lumen and also showed vessics lined by the 
endothelial cells, surrounded by pleomorphic tumour cells 
with hypcrclircmatism, mitosis and abortive attempt at forma¬ 
tion cf vessels (Fig. 4, H & E., xlOO). 

Discussion 

Neoplastic tumours composed of purely vasoformative 



Fig. i—.Snow'jNG Vessels Lined by Fndothei iat. Cells 

.'iORROLiNDEU BY Pi EOMORPIIIC TUMOUR CELLS WITH HYPER- 
CHROMATISM AND MiTOSLS JN PHOTOMICROGRAPH 

elements arc rare in the skeleton. Tncrc was evidence of erosion 
anteriorly and periosteal reaction postcrioilv in the plain x-ray 
suggestive of malignant tumour. Arteriography confirmed 
the diagnosis in view of marked hypervascularity and distorted 
vcs.scls. On biopsy it was found that blood Vessels in the bore 
were involved in tlie malignant process. The resected specimen 
showed circumscribed, reddish brown, friable rubbery lesion. 
The cortex was eroded with the tumour penetrating into the 
surrounding soft tissues, thereby conllrming the diagnosis of 
angiosarcoma of tibia. 

Summary 

A case of maliguant haemangio-endothclioma of upper 
part of left tibia is presented. 
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Arrhythmias and Anti-arrhythmic Drugs 

Physiology of Ihc normal sinus rhythm, patho¬ 
physiology of the common arrhythmias and the 
pharmacologic basis for the use of certain anti- 
arrhythmic drugs were discussed in this column 
earlier^ Single premature beats and sustained 
tachycardias arise from the occasional or repetitive 
firing of an ectopic focus, or by the occasional 
or repetitive activity of a re-entrant circuit. Brady- 
arrhythmias also result essentially from two mecha¬ 
nisms—depressed automaticity or depressed con¬ 
ductivity. Although identification of the electro- 
physiologic basis of the arrhythmia is basic to 
successful therapy, unfortunately, it is only rarely 
possible clinically. Also there is inadequate know¬ 
ledge on the clfects of various anti-arrhythmic 
drugs. In practice, however, every arrhythmia has 
to be evaluated comprehensively in the context of 
the entire clinical problem. Analysis of the events 
leading to the arrhythmia may disclose which 
alteration in function is present and thereby indi¬ 
cate optimal therapy. But certain conceptual short¬ 
cuts arc useful clinically. One of the most impor¬ 
tant diagnostic task is to distinguish between ventri¬ 
cular and supraventricular arrhythmias because 
of the differences in the prognosis and manage¬ 
ment. Ventricular arrhythmias are potentially life 
threatening while the supraventricular arrhytlimias, 
though occasionally disabling arc not usually lethal. 

Bradycardia usually results cither from slowing 
of the pacemaker function of the sinus node or 
from a high-degree A-V block. Sinus bradycardia 
usually occurs in normal heart- because of in¬ 
creased vagal tone or deereased sympathetic tone. 
It may however, result from SA node ischaemia, 
digitalis toxicity or beta-blocking drugs. Advanced 
A-V blocks is commonly caused by coronary artery 
disease or by idiopathic fibrosis involving the 
bundle branch system. Treatment of bradyarrhy- 
thmias consists of drugs—like atropine, isoprenaline 
and the cardiac pacing. 

The commonest type of tachycardia is sinus 
tachycardia due to acceleration of sinus node 


function which per se does not require any_ treat¬ 
ment other than the treatment of the cause. There 
are 3 varieties of ectopic supraventricular tachy¬ 
cardias—supraventricular tachycardia, artrial flutter 
and atrial fibrillation. Supraventricular tachycardia 
may be paroxysmal or non-paroxysmal. Paroxys¬ 
mal variety often occurs in healthy heart and is 
usually terminated by vagal stimulating manoeuvres 
like carotid sinus massage. Whereas non-paroxys¬ 
mal variety is usually associated with heart disease, 
digitalis toxicity or chronic lung disease. Atrial 
flutter and atrial fibrillation arc usually associated 
with heart disease- like coronary or rheumatic 
heart disease and those may be the first signs of 
thyrotoxicosis. Ventricular tachycardia is almost 
always associated with heart disease- most fre¬ 
quently coronary artery disease. Digitalis over- 
dosage is a common cause for this arrhythmia. 
It is a dangerous arrhythmia requiring urgent 
medical attention. Premature beats both supraven¬ 
tricular and ventricular often occurs in healthy 
people without any apparent cause. They arc, 
however, sometimes caused by tea, coffee, tobacco 
or emotional upset. Many types of heart disease, 
digitalis overdosage, catecholamine excess may 
also induce premature beats. Multifocal premature 
beats and the premature beats increasing in fre¬ 
quency with exercise indicate the presence of under¬ 
lying organic heart disease. Premature beats may 
aggravate heart failure and angina pectoris. Atrial 
premature beats may be a fore-runner of atrial 
fibrillation and ventricular premature beats, ventri¬ 
cular tachycardia or fibrillation. 

It is evident even from this very simplified out¬ 
line of the various arrhythmias that the selection 
of the anti-arrhythmic agent for an individual 
patient is difficult and requires thorough diag¬ 
nostic work-up. However, certain general outline 
about the indications of their use is in order. 

Drugs commonly used in ventricular arrhythmias 
are quinidine, procainamide, xylocaine and diphe- 
nylhydantoin. Quinidine and procainamide depress 
both automaticity and conduction velocity of the 
impulses, whereas xylocaine and diphenylhydantoin 
depress automaticity but do not slow conduction. 
Ectopic myocardial foci arc suppressed more readily 
than normal pacemaker tissue by these drugs. 
Since quinidine and procainamide are truly anti- 
arrhythmic drugs they can be used in supraventri- 
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cular arrhythmias as well. But because of their 
untoward effects they arc, usually reserved for 
more serious ventricular arrhythmias. Even during 
the administration of small doses of quinidine and 
procainamide, serious ventricular arrhythmias may 
occur. In patients with normal renal and hepatic 
function both quinidine and procainamide are 
short lived drugs. Quinidine, however, has a rela¬ 
tively longer half-life than procainamide and there¬ 
fore requires fewer doses. Quinidine and procain¬ 
amide may cause hypotensive reactions, particularly 
after parenteral administration. Quinidine may also 
cause gastro-inteslinal side-effects, cinchonism and 
thrombocytopenic purpura. Immunologic side- 
effects like lupus-like syndrome, tlirombocytopenic 
and Coomb’s positive haemolytic anaemia are 
occasionally seen wiih procainamide administration. 
Xylocaine produces quick anti-arrhythmic effect 
when given intravenously and its action also dis¬ 
appears quickly. So it is used as an emergency 
measure for ventricular arrhythmias following 
myocardial infarction or during cardiac surgery. 
Diphenylhydantoin was also discussed in this 
column earlier*. It is used primarily in digitalis 
induced arrhythmias and in arrhythmias not res¬ 
ponsive to the more conventional drugs. 

Digitalis (through vagal stimulation), propranolol 
(through beta blockade) and verapamil (through 
calcium antagonism) are most frequently used in 
supraventricular arrhythmias. Digitalis increases 
automaticity and thus may cause different arrhy¬ 
thmias. Propranolol because of its negative iono¬ 
tropic effect may precipitate heart failure in 
patients with compromised myocardial function. 
It may also cause branchospasm in patients with 
impaired pulmonary function. Aggravation of 
cardiac failure and hypotension may occur. It may 
precipitate asystole, bradycardia and hypotension 
when used in combination with beta blocking drugs. 
Elsewhere in this issue an article^ reports the bene¬ 
ficial effects of oral chloroquinc jn premature beats. 
However, further well designed studies arc required 
to evaluate its role as an anti-arrhythmic agent. 

J. C. GhTosh 

’Edtiqrial— /. Indian M. A-, 64:342, 1975. 

*SiNo, AjiT, Singh, Nawnder and Singh, Jasbir— ibid., 
70:127, 1978. 
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Paediatric Endocrinologyf 

M. M. S. AHUJA* 

The XV International Congress of Pediatrics was held in | 
New Delhi, October 24-27, 1977 and it is with great satig>| 
faction to record that paediatric endocrinology was given a 1 
fair coverage in the plenary sessions on each day. | 

Endocrinologists of international eminence presented their; 
review on selected topics followed by discussions in which. 
many useful and practical observations were made. It is rather [ 
sad to record that one did not find many Indian paediatricians | 
in such a speciality perhaps at this stage it lacks a wider re -1 
cognition in our settings. j 

Herewith an attempt is made to bring out a resume of these! 
proceedings for wider dissemination of the new information’ 
arising out of these deliberations. j 

disorders op TinrRoro; | 

Plenary session on disorders of thyroid was held under the! 
cliairmanship of P- Malvanx, (Leuven, Belgium). The main 
papers were on the theme of methods for the screening of 
hypothyroidism in the newborn. t 

Uypothyraidism in the neieborn—Approximate prevalence i 
of congenital liypothyroidism is around one per 5,000 births' 
and malchs pbynylketonuria (PKU) in the western world.' 
So it is becoming mandatory to include this also in biochemical, 
screening programme for the newborn. Parameters beingt 
examined included determination of TSH, T 4 and Tg by thel 
immunoassay methods. Blood drops from heal prick soak^ 
disc of filter paper, 40 nominal size and these are luted| 
later for the requisite analysis. Though preliminary screening' 
provides large number of suspects, recall and redeterminatioos' 
provide more accurate diagnostic precision. Opinion waB| 
divided amongst workers as to sensivity of the 3 parametersi 
examined and also as regards cord blood examination versiuf 
sample examined between 3rd to 5th day. Some workers feltl 
tliat TSH was more sensitive test (recall rate 0.25 per cents 
while others maintained that reliability of (recall rate 2.5| 
per cent) was of greater advantage. Such early recognitionf 
of hypothyroid state would certainly help in prevention orj 
amelioration of mental retardation by early institution oi^ 
treatment (U. Fritzsche, Wien, Austria; Illiq, Zurich, Switzer-'^ 
land and D. Gupta, Tubingen, Germany). TSH determinations!; 
were more expensive than T 4 ($ 1.5 versus $ 0.60). j 

Endemic goitre—E. Delange, (Bms.scls, Belgium) presented; 
data on endemic goitre in Zaire, Africa, and discussed findings^ 
in the endemic cretinism, which affected up to 6 per cent off 
the population. Myxoedematous cretinism was much inore| 
frequent (90 per cent) than those with neurological deficit! 
states (10 per cent). The values were low and TSH elevated.^ 

- \ 

■^Review of proceedings of the Plenary Sessions, XV Inter-j 
national Congress of Pediatrics, New Delhi, October, 1977, 
• F.R.C.P., Professor and Head of the Department of Medi-^ 
cine, (In-chargc of Endocrinology), All India Institute of| 
Medical Sciences, New Delhi 
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Hypothyroidism seems to date from the perinatal period and 
this is substantiated by criteria of (a) existence of biological 
signs of tliyroid insufficiency at birth- TSH is high and 20 
per cent show even values highertlun 100 ;<.u.pcr 100 ml., (b) 
early duvulopmeni of clinical signs of hypothyroidism. X-ray 
knees by Pylc-Hoerr criteria showed delayed maturation more 
than 2 months in 50 per cent and (c) prevention of these ano- 
. maUes by iodine supplementation during gestation—only one 
case was observed in the group of 44 infants born of mothers 
! injected with iodine compared to 4 cases of myxoedematous 
' CKtinism in 45 newborns of untreated mothers. 

IQ Studies in the follow-up of treatment of congenital hypo¬ 
thyroidism were presented by J. Moltey, (Baltimore, USA). 

Treatment —There was a catch up in the mental growth 
when an individual achieved euthyroid slate on thyroid sub- 
' stitution therapy, in approximately 25 per cent, the gain in 
IQ was greater than 20-40 IQ points. The usefulness of this 
follow-up was evident from the scholastic and academic 
t achievement and capability of such individuals to become 
self-supporting. 

i Behaviour changes as of hyperactivity, irritability and 
contrariness were seen only transitorily in initiation of sub¬ 
stitution therapy in early phase but with time tiiis complication 
subsided. 

' DtABETHS MBLUTUS: 

In tlic symposium on diabetes meilitus in the young, N- 
Hashem. (Cairo, Egypt) speculated on the various possible 
' metabolic steps where genetic traascription could account 
. for diabetes. She described her observations on the 4 cases of 
' juvenile diabetes in association with optic atrophy, deafness 
‘ and sclerodermas. Some of these patients Iiad also associated 
. hydronephrosis and hyperalaninuria- 

Hyperi'lvcaemia in small-for-date babies —R. S. Pildes, 
(Illinois, US\) spoke on hcrcxperience of syndrome of hyper- 
glycacmia in the small-for-datc babies (seen more often tlian 
neonatal hypoglyeacmia). In certain neonates it is observed 
u-as a transitory pitenomcnon which corrects itself in 3-S days, 
r The overall morulily in 1 his group was high (19/32), in normo- 
^ glycacmia infant mortality was 5/43 and this was related to 
respiratory distre.ss syndrome fRDS) (often due to hyaline 
membrnne). The exact cause of death in such instances was 
ij often cerebral liacmonhagc. Biochemical studies revealed 
I slightly increased cortisol values, plasma insulin was also high 
|''(iiyperglycacinia was not due to insulinoprivic cause), and 
I glycerol values were in the normal range. The metabolic cause 
I was not elucidated though its association with RDS seemed 
isignificant. Clinical evaluation brought out that hyperglycacmic 
iiitfants were of signiGeanlly lower birth weight and gestational 
I age, iuid signiffcaally lower mean Apgar scores and higher 
iRDS score. 

^ Control of diabetes in children—J. D. Baum, (Oxford, UK) 
presented data on control of diabetes in cliildren comparing 
^ogle dose, monotard and neutral insulin to 2 daily doses of 
lomiiard and neutral insulin using frequent blood samples 
.uring the i ime befiirc and after meals. I'herc was no virtual 
iSerence and morning hypcrglycacmia was forthcoming 
in both groups. Two-injeciion-rcgitnen tended towards hypo- 
llycacmia during night. Twenty-four-hour-urine monitoring 
,n the outpatients' department was very unreliable; 50 per cent 
f children were having glucose excretion of more than 50g. 
1/24 hours. Other parameters in assessment of diabetic con¬ 


trol in children were perspcctively discussed. 

S. Tandhanand, (Bangkok, Tliailand) presented data on 
low dose insulin in management of ketoacidosis. In his ex¬ 
perience, 10 units of plain insulin hourly with total average 
dose of 60 units insulin was used compared with instances 
treated conventionally where average dose of 180 units of 
insulin was needed in a similar situation. 

hypothalamic pituitary gonadal axis: 

Ontogeny of hypothalamopituitary gonadal axis in infancy 
and childhood was presented by M. G. Forest (Lyon, France). 
A review of findings indicating that at 4-5 months of foetal 
life, testosterone is increased and (his is followed by rise of 
LH and FSH in circulation. These findings suggest functional 
capacity of foetal pituitary gland in the 2nd trimcsici of preg¬ 
nancy to secrete gonadotrophins and il.s coincidence with 
genital difTcrentiation. 

Next upsiu'ge is at 1-2 months of life. In males there is 
increase in testosterone. androstenedione and 17-alpha 
hydroxyprogestcronc and by 6-7 monllis there is a decrease 
which continues till prc-pubcrlal phase. In females, levels of 
hydroxyprogestcronc and l7-bcta ocstradiol increase by 6-12 
months of age along with increase in FSH and then normalise 
till prc-puberlal phase- The studies indicate that threshold of 
“gonadostat is very high in foetal life, which later matures but 
this sensiviiy returns again during puberty”. 

Hypothalamic pituitary axis has regulation via short loop 
and long loop feedback and is modulated tlirough dopamine 
and serotoninfrom neurones in the hypothalamic region. The 
temporal relationship of maturation and the exact role in 
onset of puberty need further ciucidaiion- Minagunchi (Tokyo, 
Japan) presented perfusion studies in liuman foetuses,piluitaiy 
secretion of FSH, LH tind HPRL, and their correlation with 
histochcmical studies. At 16 weeks of gestation, secretion of 
FSH, LH is forthcoming and is responsive to LH-RH (more 
in females tlim in males). HPRL secretion was low but in¬ 
creased with foetal age. TRH response was observed at 22 
Weeks. CorrcLitive histochcmical changes in respective pituitary 
cells were elucidated. 

Treatment of precocious puberty—Treatment of precocious 
puberty (in 7 girls and 2 boys) with cyprotcrone acetate (E M. 
Rit 2 ®n,StockJtolm, Sweden) wasdiscussed.Cyproleroneacetate 
was adoiinisleicd in dose of 75 mg./sq.m. and in some cases 
when there was poor or no response for 3 months, this dose 
was stepped up to 175 mg./sq.m- The clinical signs of pubeity 
Were arrested or reduced during treatment. Laboratory evalua¬ 
tion confirmed a decrease in LH in response to LH-RH adminis¬ 
tration, 3 months following treatment. Peak value of cortisol 
following ACTH was slightly reduced. Baseline prolactin 
was raised, testosterone fell in all patients, while oestradiol 
varied irregularly. This study shows the cyprotcrone acetate 
in this high dose acts as negative feedback. Main side-clfect 
was undue gain in weight. 

Experimental sti«/<e^Studies on pituitary gonadal axis 
in miniature pigs were presented by EIsacsser-Mariensec, 
(F.R.O.), highlighting the maturation of gonadal steroid 
feedback on LH secretion in male and female miniature pigs. 
In miniature pigs, gonadectomy in either sex did not increase 
the plasma LH levels significantly and similarly cyclic LH 
discharge during puberty was not limited by the capability 
of hypothalamus-pituitary to respond to the slknvlatoiy feed¬ 
back of oestradiol. This study biings out temporal difiierences 
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in sensitivity of hypotlmlamus pituitaiy (to negative feedback 
of gonadal hormones) in different species. 

cryptorchidism: 

Pcllcrin (Paris, Prance) presented data on anatomical 
development and histological studies by electron micro:copy 
of cryptorebid testis. A total of 1200 cryplorchid cases tiad 
been evaluated in the Children’s Hcspital, I^is, between 
1960-1977. Sixty-seven per cent were unilateral while 33 
per cent were bilateral. 

Histological features are summarised. Sentinifeious tubule 
diameter is significantly reduced. Number of spcrmatigenia 
are reduced. Sertoli cells had remained ;n Sa stage. Lcydig 
cells show varying grades of degeneration and inters* it ium 
is moderately collagcniscd. 

Prof. Job reported studies on cndocrinal profile in crypltr- 
chidisminl54bojsagcd 1 month to 15 years. HasalLH values 
were low and this became more significant after LH-RH test. 
Tltis was so in the Very young and prc-pubertal phase and 
this deficient response was not met with at puberty. Similarly 
testosterone levels after HCG 3 X1500 were low but normalised 
as puberty approaheed. FSII levels were in the noniuil range- 
Endocrinal evaluation thus indicates that there is retardation 
of hypophyseal secretion of LTI, This is however a licterologous 
group. 

Experimental .v/hJiV’.v -Hadzisciimovie (Basal. Switzerland) 
oithned experimental studies and the electron microscopic 
features of erypiorcliidism. Pregnant mice on 14th day of 
pregnancy were given 5 m;. oestrogen and this led to cryptor- 
cliidism. Testosterone coiiicnt of such testes was lower and 
ullrasiruclure changes in Lcydig cells were showing atrophy. 
The smooth endoplasmic reticulum was replaced by numerous 
vacuoles of varying size with increased lipoid content. A 
prominent nucleolus was seen in the nucleus. Mitochondria 
were of crystatype. Cell surface was having only rudimentary 
microvilli. 

M. Ritzen (Stockholm, Sweden) reported on morphological 
and functional alteration of scrioli ceils in cryptorchidism. 
Sertoli cells act as supporting cell and their arrangement is 
such as to piovide internal milieu for the growth of post¬ 
mitotic germ cells. In several species, sertoli cells secrete a 
specific androgen binding protein ABP. This ABP has high 
binding affinity to testosterone and dihydroiestoslcrone and 
gets l''ansporlcd to epididymis via the efferent ducts. ABP 
secretion from sertoli cells is specifically stimulated by 1 .SH 
and androgens—hormones that modulate spermatogenesis. 
Sertoli cell dysfunction could be also interpreted by its un- 
responsiveness to androgens (function of receptors is altered) 

Trealmvit —K. Illiq, (Zurich, Switzerland) reported on the 
therapeutic results with nasal LH-RS spray given 3 times a 
day for cryptorchidism in collaborative double blind studies 
carried at 4 European centres. Of the tcial of 61 testes treated 
with LH-RH over a period of 4 weeks, 23 (38 per cent) showca 
completed descent, in 17 testes (28 per cent) the position was 
improved and in 12 (19 per cent) unchanged, 9 lesics (15 per 
cent) hive not been palpated neither before nor after therapy- 

OfatotalofSl testes treated with placebo, one testis showed 
a complete descent, in 17 testes (33 per cent) the position was 
improved and in 24 (47 per cent) unchanged, 9 testes (18 per 
cent) had never been palpated. Results of LH-RH test per¬ 
formed before and 4 weeks after onset of I Iterapy collaborated 
with the improvement observed. 


Consensus in the discussion was that there seemed 2 aspects,; 
endocrinal and structural, in cryptorchidism. Initial therapy' 
with chorionic gonadotrophins or LH-RH should bo tried! 
and if no improvement is forthcoming in 6 months, operative! 
intervention may be sought. Age of around 2 years in a child| 
should be suitable for such a procedure. 

INXLRSliX; i 

Plenary session on intersex was held under the cliairman-; 
ship of Prof. A- Pradcr (Zurich, Switzerland). 

Recognition of HY antigen and its implication in deter¬ 
mination of embryonic gonad to develop as testis was high¬ 
light of the communications of New (New York) and presented 
by Prof. Prader. HY antigen interaction takes place between' 
plasma membrane of migrant germ cells and somatic clemeiitsj 
for testicular organogenesis to proceed. True hemiaphroditesl 
XX or ovotestis and males with xx liad HY+or HY“HY+j 
(mosaic). I 

Female pseudohermaphroditism —Female pscudoheitna-i 

phroditism was reviewed by Grant (London, UK). Its! 
prevalence in western countries is I /5000 and the commonestj 
type is due to 21-hydroxylase deficiency. 17-hydroxy pro-- 
geslerone determinate provides the most reliable diagnostic! 
test and urinary steroids in neonatal period can be mislead-* 
ing. Other rare defects include 11-hydroxylase, 3-beta-' 
dehydrogenase or due to maternal androgen .secretin tumour. > 
Use of progestogens during pregnancy (for test or in in-, 
slancesof threatened abortion) coniributc to this malformation' 
and now use of progestogens during pregnancy has been- 
completely given up in Europe. 

rrea/menr—Surgery to correct the appearance of the external 
genitalia is recommended before the age of one year but furthef 
vaginal surgery may be required at adolescence. ! 

Male pseudohermaphroditism—yia\& pscudohermaphroditisni* 
was discussed by Prof. Prader and classified in 3 main cate-' 
gories: \ 

(a) Those with female external genitalia; (b) those wiH 
ambiguous external genitalia; and (c) those with male externa,, 
genitalia. ^ 

In those with female external genitalia, there were Ihosi 
with testosterone biosyntliesi.s dcfccis or where there wa< 
endorgan refractoriness to androgens as in Icslicular feminisa| 
lion. In those with ambiguous external genitalia, the defetf 
Was intermediate. Ihosc with male extetnal genitalia hej 
persistent Mullerian duct syndrome. ; 

In response to IICG there is no response or subnonnt^ 
response of testosterone with marked increase in precurosri 
In 5-alpha-reductasc defect urinary ciiocholanolone/androsti; 
rone and plasma tcstosleronc/deliydroleslosteionc ratio i’ 
increased. In the receptor defects, the nitrogen retention 1; 
androgcn.s is decreased. Plasma LH and ESH values are hig, 
in primary testicular deficiency syndrome. S 

Disorders of testosterone biosynlhesis—Z^chmum (Zuricif 
Switzerland) gave the present status of the disoidcrs of tcsl^ 
steronebiosyntlicsis. 

Five defects of enzymatic deficiency have been identified 
so far and they broadly belong to 2 groups: 

(a) Cortisol production is impaired simultaneously wit 
lesto-slcronc and clinical signs other than iniei-sexuality ai 
present (20-aIpha-hydrolase, 3-beia-dchydrogenasc and 1' 
hydroxylase defects). 
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(b) Cortisol production and aldosterone secretions are 
normal and intcrsexuaiity is the only clinical manifstation 
(17, 20^desmolase dcAcicncy and 17-lcetostcroid reductase 
deficiency). 

After HCG 5000 lU/sq.ni. 17-hydroxyprogesterone and its 
.metabolite increase while testosterone does not increase in 
such instances. 

Hypospadias-D. Aarskogi (Bergen, Norway) presented 
[ his data on hypospadias. Prevalence varied from S to 30 per 
' 10,000 and in some countries, there seemed to be a recent 
increase. Personal review of 130 cases was presented, torty-six 
cases were classified as glandular hypospadias, 42 as penile. 

. 25 as penoscrotal and 17 as scrotal. In 11 cases, use of pro- 
i gestins in early pregnancy was considered pathologically 
y related. 

? Endocrine evaluation of urinary excretion of LH showed 
I the values to be low, especially in prepubertal cases. Five cases. 
[. with severe degree of hypospadias liad abnormal karyotypes. 
* A normal male karyotype was found in one true hermaphro- 
[;idilc and in 3 patients with remnants of a vagina and Mullerian 
(structures. In only one patient, a normal female karyotype 
; was present who had congenital virilising adrenal hyperplasia. 


NOTES AND NEWS 


IK Heart Congress of International Society for Heart Research 

The IX Heart Congress of the International Society for 
Heart Research will be lield at Vigyan Bltavan, New Delhi, 

• jn September 28-OcLobcr 2, 1973. The main features of the 
tHongress will be the general scientific sessions and symposia. 
vPurther information may be had from Dr. M. Tajuddin, 
i<?resident, Indian Section, the International Society for Heart 
t Research, School of Environmental Scientists, Jawharlal 
vSehru University, New Delhi 110 057 or Prof. P. K. Das, 
'Department of Physiology, Faculty of Medicine, University 
of Manitoba, Winnipeg, Canada R3E OW3. 

Richard Bing Young Investigator Prize 

The Ricirard Bing Young Investigator Prize of the Intcr- 
•lational Society for Heart Research will be awarded at tlic 
jorthcoming international meeting of the Society to be neld 
;,ii New Delhi on September 28-October 2, 1978. The prize is 
j'or the recognition of ouUtanding work carried out by young 
tihvestigators in the field of licart research. Details may be 
»>ad from and entries tnay be submitted to the Secretary of the 
Dr. N. S. Dhalhi, Department of Physiology, Faculty 
if Medicine. Universtty of Manitoba, Winnipeg, Canada 
I43EOW3. 

$ Col. Bose Memorial Guest House at Nagpur 

H. memory of Col. A. N. Bose, founder-Principal of 
wovcrnmcni Medical College, Nagpur, ihc Col. A. N. Bose 
^est House, has been opened at Nagpur witli facilities for 
Siod and uccoinmodaiion on nominal charges for doctors 
■siting Ihc city- The guest house, which is located at the 
House picmiscs on North Ambazari Road, Nagpur, 
been budt out of the funds collected by Hie Old Boys' 
Ussociation of the Govcrmnenl Medical College, Nagpur and 


the Nagpur Branch of IMA. Dr. V. K. Khare, President of 
the Nagpur Branch, has requested doctors proposing to visit 
Nagpur to avail of the facilities available at Col. A. N. Bose 
Guest House and to contact the IMA Nagpur Branch, iMA 
House, North Ambazari Road, Nagpur 440010 (Tclcphonc- 
22721) for the same. 


CORRESPONDENCE 


The Edito) it not responsible jor the views . 
expressed by correspondents 

Physical Medicine and Rehabilitation 

Sir,—1 read with great interest the informative article on 
the above subject by Dr. A. Chilli Babu (J. Indian M-A , 
70:11,1978). The lips given in the article arc being practised 
by many of us and our patients have been much benefited. 
But a few doctors prescribe medicines only and do not lake 
into account the circumstances and abilities of their patients 
to do work. This creates frustration and aggravates I hedisciise 
as well, while the patients become unfit lor the society. 1 
suggest,through your esteemed Journal that in public inleicst 
every doctor should adhere to the advice given in the article. 

lam, etc., 

40 Tagore Villa, 

ClrakrataRoad, 

Dehra Dun, U.P. Maimiuri Miital, m.b.b.s. 



Dr.T.S.Row 

Dr. T. S. Row, a senior member of the Nagpur Branch 
of IMA. passed away on 1-9-1977. Born on 6-1-1911, Dr. Row 
graduated in medicine from Grant Medical College, Bombay, 
in 1936 and joined the health services of the then Central 
Provinces in 1938. He served in the medical corps of the Indian 
Army from J940 to 1946. Later he qualified as an M.R C.P. 
and was elected a Fellow of the Royal College of Physicians. 
After serving as civil surgeon at Buldana, Chandrapur and 
Nagpur he joined us Principal of Aurangabad Medical College. 
Upon retirement in 1965 he started private practice at Nagpur. 

Dr. Gan Govind Krishna 

Dr. Gan Govind Krishna, a past President of the Maha¬ 
rashtra State Branch and tltc Nagpur Branch of IMA, passed 
away on 16-2-1977. Born on 20-1-1895, he took his M.B. 
degree from Calcutta Medical College in 1922 and joined the 
B. N. Railway as an assistant surgeon. After six years of service 
he set up private practice in 1929 at Nagpur. He went to the 
UK in 1935 for higher studies in paediatrics and on his return 
joined the Mayo Hospital at Nagpur as a children's specialist. 
Me also served as mc^cal officer to the Blind Relief Institute, 
Nagpur. He was closely associated with tire Nagpur University 
and was a member of its Medical Faculty and the Senate for 
five years. He was also a founder-member of t he Indian Academy 
of Paediatrics. He leaves beltind his wife, six sons—one of 
them a doctor and only daughter- 
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Radkriogist I 

The v/i minute x-ray 
system is yours. 


For the asking. 
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Piionc; 43247 

Madt jT Ainbul Building 

Pathari Road 600009 
Phone 89213/4 


n 


iNDUisFilm 


Hindustan Photo Filins 
Mfg Co Ltd 

(A Goverriinenf of India 
Lntvirpri.'ie) 

Ootacariuind 
Induii i^iii! i'j '1 
Phoi.L . '. 4 -;.j 


SAA/HPF/2775 









































xvlii J. 1. M. A. Advertiser 


VoL 70, No. 6 


I 

I 

I 

I 

I 


I 

I 

I 

I 

I 

I 


For the 
SEXUALLY 
INADEQUATE 
MALE 
ASSURED 



POTENZA 
ROYAL ELPHA 
VIROGEN-G 



QAMBERS LABORATORIES 


FOR ATTENTION 
OBSTETRICIANS 
AND 

GYNECOLOGISTS 

INGAGEN-N 

(Mcthylergometrinc Maleate) 

A reliable drug inducing instant and 
prolonged action on the uterus. 

Dependable in emergencies. 

Presentation 

d) Ampoules o( 1 ml im anJ iv. 
ti) Sugai so.ik-d lableis 


Indications: 

1. Management after third stage of labour. 

Z. Post partum haemorrhage and atony. 

3. Post abortal haemorrhage and atony. 

4. Subinvolution of uterus. 

5. Management of the Second stage of labour 
following delivery of the anterior shoulder, 
under strict obstetric supervision. 

6. Caesarean section, Immediately after 
removal of the child either intravenous or 
intramuscular. 

7. Symptomatic treatment of uterine bleeding. 

Full Information available from : 



INGA LABORATORIES 


PRIVATE LIHITEO 


Nahakali Road, Andheri, Bombay - 400 093 
Telex: 011-2548-lngaiab 
Telephone: 571129/572932 
Gram ; INGALAB — Bombay-58 
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.., 4. IN 3 CmVENIENT 00SA8E FORMS 

‘V . ' ,1 tTABlETS 

' ^'’' ' Each npreuming 250 mg of ErYtlirofliycin Osse Red M pdiks of 10 V 

2. CHEWABLE TABLETS 

' _ Each rapruanting 100 mg oi Eiylhromvcm Base Blue foil packs of 10 1 

'' 3. GRANULES 

I Each ml ot raconsiitutad oral suipension raprasents 100 mg o) 

Erythromycin Base 10 ml bottles with dropper 

ALTHROCIN thi most pottnl intibiolic that works when others shirk I J 


AUMftIC CHSMtCAL WORKS CO LTD OAROOR 390 003 


w* 

Al 3* 74 


THE rmST CHOICE' 
MENSTRUATION RE6ULAT0R 

MERCURY'S 

ERGATAP 

CAPSULES 

A UNIQUE MENSTRUAL 
REGULATOR AND 

PROVEN UTERINE -- 

TONIC j 

/ EACH 'ERGATAP' ^ 
I CAPSULE IMPRINTED \ 

I WITH 'MERCURY' NAME I 
\E0R CORRECT DISPENSING M 

MERCURY 

fNARMACEUTIGAL INDUSTRIES P 

IHrughrai- estate, barooa 390 003 m 

’ Aaoocl^MId OlfiM 

BHREIJI SHUVAN MANGALOAS road BOMBAY-400 003 











IWlMnHILITY 



THE SURE PROMISE OF MOBILITY 

lOIOIISI 


Capsules 


*rt()on:et hac(U 





■ L fim lAI 

nmn twL 

advoiMed 

wcmioio^f 

In anaesthesia 


In aatociadon with Madiahleld, 
lOLhM brouflht to Indie ^ 
edvenced technology in vn|ph|P 

thefieid of enaestheeie, •■■•i f 

lung function and reeue-^ 
dtatkm. And |OL is helping 
cuatofnera to import e range of 
sophisticated equipment not aveilebto 
Mndieenousiy. 

Ewst since tts meeptiem, lOL has been 
deeply involved widt enaesdiesia ins 
variety of ways. By being for many yeaie 
the only supplier of medlcai gases at 
lew prices even at tkrws viriien gas sum>ty 
to bidusoles was disrupted By bemg 
pioneers m the field of manufacture and 
supply of anaesthetic equipment 
^providing piped gases and vacuum 
on tap. By helping iSI to eiandardlas 
equipaientand aecesaoriea. By extandhlB 


tliB|MP 09 KSS 

comhiiies 


lOL 


Ms Medical Servicing Schenw 
to more centres Byfinen* 
k|H|nACC aseisting AIIMS 

^ in developing anaestheeie 
MI|2C apparatus And more 

recemly, by supporting the 
Indian Society of Anaesthetists in 
the encouragement of indigenous latent 
through the institution of an lOL Oration 
Today at lOL’s Delhi Branch, a special 
Canoe for anaesthetists helps them 
•eoeiva suppitos moreprompdy^ faetthy 
that will soon be offered more widely^ 
And students of snaasthesia witt have e 
valuable source of reference when the’ 
company sets up a library devoted 
to theetd^eot 
AS Of which proves cencKistveiy that tOL 
is committed to the ifoveictpment of 
fHliettiesle^-ioday.eml in the years ahead- 


Indten O!xy<0«ii UnifiMi 




1 . 

2 

3 

4. 


Rehabilitation ^ 
coronary patient with 




increases myocardial 
microcirculation 

normalizes avail¬ 
ability and utilization 
of energy 

improves left ventri¬ 
cular function 

lowers 02" consump¬ 
tion in relation to 
increased heart 
performance 



COMPOSITION 

INDICATIONS 

OOSAOe 

SrOE EFFECTS 


L-3-{F -hydroxy- «-mttbyl-phoiiMtiiytamino}-3 -mtthoxy-propiaplMMM NdCp^odniw) 
Anoina pwtorit coroMry mufficioncy acuta fflyocardial Infarctleii, poat-MllMttiM 
2 tabiats 3 tlmaa daHy 

In anginal attack 2 ampoulas i v raeant infaretwn 2 tmpeulaa I«, 2 • 3 tiaMa 
(uitravanoiia intaction in Vi - f minuta) 

A vary amall numbar of patianta may auffar tranailery inipairmant or loan of tha aanaa of laata 
Thia a«act claara up rapidly and doaa not nacaaoitata intarruptlon of troatmaat 

Aortic mauffidancy with mafkad haamodynamic diaturbanca aa uwit ax aubvahraiar aortic Manoilyb'' 

note Madical advica should ba sought mi eaaa of pragnancy. or if tlMra is a pooMbflity of 
pragnaney 


presentations 6 and so ampoufai / >00 tabiats 



^CHthlieWEWK MOWBUBOFlUWKFmrr AM MAIN 6ERMANY 

^omtan l%fti0dies UrnitM p.O sox asrg soMRAY-oMna 




If not delivered, pleaee return to: 

Journal of the I.M.A., 

23 Futnani Chambers, 

lid to post without prepayment: Licence No. WB/EC/CL-9 CorporaUon Place, Calcutta-700 013 (India) 


t'M^"Wn/EC 26 



from a mere curiosity, only a few decades ago, the 
antibiotics have come to occupy an important place 
in the armamentarium of the medical professtoh. 
One such very useful antibiotic is chloramphe¬ 
nicol having a 'broad-spectrum' of activity. 



Available in different 
convenient dosage forms for 
uses in a variety of diseases 
in all age groups of patients. 


Pndveia 




nfvdfe-iietrt 


■'1?' 


moutli. Anaual Subscription: Inland Bs. 48f-; foreign Rs. 96/-.; Siiiitfo cbp 
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PYWGESICi 

the safe and sure 
antipyretic and analgesic 
tablets and syrup 





COMPOSITION I 

Pyrigesic Tablets : 

Each tablet contains 
Paracetamol B.P. 500 mg 

Pyrigesic Syrup : 

Each 5 ml contains 
Paracetamol B.P. 125 mg 
Ethyl Alcohol IP. 0.5 ml 
Colour, flavour & syrup q.s. 
Alcohol content 9.5% v/v 

PACKING 

Strips of 10 tablets 

and bottles of 60 ml. % 


eiPC/frc-77 


05-.. 










k 

Remember, your antiseptic 
won't be fighting on 
neutraj^ territory. 


Far from being a neutral territory the 
surface of the skin is usually acidic—and 
the acids present can reduce the activity 
of antiseptics which may seem to perform 
well at the neutral pH of conventional 
laboratory tests 

Dottol however is not materially 
affected by acidu pH nor is it deactivated 
by fatty acids or other skin secretions 
which interfere with the performance of 
some antiseptics 

Oettol IS therefore fully effective on 
the skin, and its wide range of bactenc idal 
activity covers all the common hospital 
pathogens, including problem organisms 
such as Pseudomonas aeruginosa, 
Escherichia coh. Staphylococcus 
aureus, Klebsiella aeroganes. 
Proteus species. 

Dettol brings about an immediate and 
substantial roduotion in the number of 
organisms on the skin and confers a 
persistent antibacterial protection. 


Used in the correct concentrations 
Dettol has a gentle action and can be 
applied to the skin for long periods 
without risk of sensitisation or 
toxicity reactions 

Full information is available on rrquest 
Rackitt a Colman of India Ltd . 
Pharmaceutical Divifion, 

41 Chownnehaa Road. 

Calcutta 700 071 


Dettol* fights 
pathogens 
on all grounds 
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PRESCRIBE BY NAME 

LEVSOL* 

THE ANTHELMINTIC WITH WIDE SWEEP AND LONG REACH 
WITH A SINGLE. SIMPLE DOSE 



LEVAMISOLE HCI 



\ RENO WHERE QUALITY COMES FIRST 

J Pharmac«jli:ai Division 

CHEMICALS PHARMACEUTICALS AND COSMETICS PVT. LTD. 

’Santtenn. •omliay-400055 INDIA • Phonas 638888 • Gnm RENOUB 
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BLEEDING CONFIDENTLY CONTROLLED 
WITH UNSURPASSED HEMOSTATS... 


CHROMOSTAT 

CAPROSTAT 


Epsilon Aminocaproic Acid 


MP477 


Litaraturu •vailabit 
on raquast 


LIFE PHARHACEUTICALS (P) LTD. 

3/2B, Orlsnt Row. C*leutU-17. 


OTHER PRODUCTR OF MERIT 
CHROMERGEN • ELNEURON • IMERQEN • D-ALER • ELOXYME 
FLUMAZIN • ELSORRIN • ELYVtN • METRINA • PARABUTAZONE 
PARABUTAZONE Port* • PARAOXYPHEN • SEDAL 
TENSERENE * ELCILIN • ALKAPYRIN • MIXCARMIN 
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NEW SPHYGMOSCOPE 


AHHIFIIS UP ro 
INO TINES 
•LOOO PtICtSUItf 
AMP HEART 
SOUNDS 
MAKES 
DMCNOSIS 
EASY 

Koa IK : ri)w with HraiLicopp »itd duid (lit|nes<i fKilifiM Offcri two 

r,' M .-.d 111 Wtihoyt litthoicopc At Cuff dcfUiM. 

X ">'• A (luid dill, With audible bleep, indieatei Systolic/Plastolic 
I. W<i>-> j #-■> L.niurjh. i.,pp|j«d, amplifiri up to 1000 ilmet, the iclual blood 
pro'.me fr j<ii I rfi thiid*’lo phite 4 5 ' diuppeariflf” loufid Volume conirol 

(ii >iii irrt iirnercricir Ihe tci'titiviip ii lucti, that the weaken loundi may br heard . 
wi< detect • D'js’ii.cas low iO 3C mmHG A iwitih li provided to switch out 

.. v/f' opiij'il Hcaritcgpa transducer ihii Is simply plM|{cd into the liistru- 

m ' 1 > sr 2 js a'l «>. f'ina'/ itethoscops* for many hundred times ■mpiifiiatien of the 

t*ri' I i' ‘'is’diirl vol. me (ontrulied Ihc Hfeariscope is in coniiructcd, that it 
1 !•< pr ii.r'/ >'( lit (.til wii i recumbant patient, for monltor(n| purpoict. With 
ep'i-a a‘ti*‘ rI hinaitili and Y mbe cennertor , lor dual diagnosis leaching 
*• o'b'o vj .iie.iiKe and iieaii sounds The tranaducar cuff hat in additional urap, 
r ivu'iiig'ir ,> i>.in>sl‘p appli.aiiuii iQ thr brachial anery Long air hose n supplied to 
*II>I|IJ‘V CIS* o' Ultf 1be unit is Solid state etectroniu. housed in a tough cabinet with 
tsalr.tani.a vmiiliantle Power i. supplied by b>l Sv bicceriri 

OmiA , nns 7 9 \Atight 2 b lb Supplied with hard type carrying cate. 

PKluE lTTOu AlAPOSf/iNSUR /lbSO (Optional Hvirticepc £25.00. Optional 2nd 
s.n liiiilM»ili 1 'd Y lube H Ml Please write for pro<forma Invoke. 

ANDREW STEPHENS CO. MEDICAL ELEaRONICS 

DiCKSON ROAD, BLACKPOOL. ENGLAND. 



WANTED 

A full-time Consultant Physician M. D. 
or M. R. C. P. for the Salvation Army 
Emery Hospital, Anand. Those experi¬ 
enced in Medicine for at least live years 
will have preference. 

Apply to : 

THE 

MEDICAL SUPERINTENDENT, 

The Salvation Army, 
EMERY HOSPITAL, 

ANAND. 

Dist. KAIRA, 

Gujarat State. 



ALKATHYMOL is soothing and 
well tasted brand as had already 
been accepted by the mass with 
added advantage to prevent 
Halitosis. 


Prevents as well as 
Protects all Ute Inflamed 
and Infected condition 
of the Throat and Mouth. 


Sunny Industries Private Limited 
49/IB Haiish Mukhorjee Rued 
Calcutta 700 02S 


ALKATHYMOL is an uniquely 
formulated alkaline Gargle and 
Mouthwash for controlling ail the 
malaise of the throat and mouth. 


ALKATHYMOL must be a 
companion of choice for Personal 
Hygiene. 


1 
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For futthBt patliciilars 
plaasa coat act: 

LYKA LABS 

77, Nahiu Road. Vito’Parle-East 
Boinbay>4000S7. 

Phones: 

576947 • 563122 

Gram: ‘LYKAPEN’ 
BoinbBy>400 057. 


Ampicillin 

Safe • broad-spectrum 
bactericidal antibiotic 

Available as: 

Capsules: 250 mg.-4’s, 16's; 500 mg.<8's 
Syrup : 125 mg./5 mi. -40ml. bottles 
250 mg./5 ml, - 40ml. bottles 
Injections: 100 mg., 250 mg., 500 mg. 
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NEW-WORLDS SMALLEST 
DIGITAL PULSE RATE MONITOR 


SIZE ONLY 

3”K2f*r' 

WEIGHT 4oz 
LARGE BRIGHT 
DIGITAL 
NUMBERS 



A WONDER OF MICRO-ELECTRONICS 


For all medical use. and athletic and physical training 
programs—runnining/jogging holding in hand presents 
no problem Operation ; simply insert finger into spring 
type transducer, switch ON, within 20 seconds PRB per 
minute is shown plus flashing dot showing qualitative 
pulse rate, plus AUTOMATIC REPEAT every 15 seconds 
showing PRB change, if any. Power one small 6v bat¬ 
tery good lor several thousand readings. Battery loss 
indicator fitted Built into a tough case for hard wear 
long life use Complete with Transducer with 46" cord, 
battery, carrying case. Price ; £99.00. Airpost/lnsur. 
£4.50. Spare Silver Oxide batteries £1 40 Please write 
lor pro-forma invoice 


ANDREW STEPHENS CO. HEDICAL ELECTRONICS 

41 DICKSON ROAD. BLACKPOOL, ENGLAND 



FOR ATTENTION 
OBSTETRICIANS 
AND 

GYNECOLOGISTS 

INGAGEN-N 

(Methylergometrine Maleate) 

A rtliable drug inducing instant and 
prolonged action on the uterus. 

Dependable in emergencies. 

Presentation: 

a) Ampoules of I mJ. im and iv, 

b) Sugar coated tablets. 

IndicAtions; 

1. Management after third stage of labour. 

2. Post partum haemorriiage and atony. 

3. Post abortal haemorrhage and atony. 

4. Subinvolution of uterus. 

5. Management of the Second stage of labour 
following delivery of the antorior shoulder, 
under strict obstetric supervisioa 

6. Caesarean section, immediately after 
removal of the child either intravenous or 
intramuscular. 

7. Symptomatic treatment of uterine bleeding. 
Full Informatim available from: 



INGA LABORATORIES 

PRIVATE LIHITB) 

Hthaktii Road, Andheri, Bombay - 400 093 
Telex: 0ll.2548-ln{pilab 
Telephone: 571129/572932 
Gram : INGALAB — tembay-58 
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The appaicitus anaesthetists helped build... 

The Boyle Major 

The most versatile 
apparatus made in India 
to meetthe demanding 

needsof modem . I. T 

gas anaesthesia, f av.|j,bie ^ I •=: t a I 

stainless 
steel 


Current anaesthetic practice requires continuous \ 
monitoring of important physiological parameters ^ 
such as ECG. EEC. BP, Temperature, and Tidal and 
Minute Volumes at a single central station. 

Moreover, the increasing use of ventilators calls for 
numerous built-in facilities in anaesthetic apparatus. 

With the Boyle Major—a versatile apparatus 
designed in conjunction with anaesthetists, and 
with additional built-in facilities—lOL provides such 
a station where all monitoring equipment can be 
fitted and used. 

The Boyle Major incorporates several exclusive 
features; 

^Longer Rotating Bobbin Flowmeter tubes ensuring 
accuracy and ease of reading. 

^Unitised construction of Flowmeter allowing addition 
of one or more Flowmeter sub-assemblies to 
meter other gases. 

*Built-in space for an extra Vaporizer. 

*Swivel mounted outlet—enables anaesthetist to 
position patient conveniently. 

*Built-in troughs at the back to hold two bigger 
10 litre water capacity cylinders. 

* Large castor wheels on bearings for easy and silent 
mobility even when fully loaded. 

•Safety blow-off cum pressure-relief valve in circuit 
to prevent build up of pressure beyond 100 cm. 
of water column. 

These, together with many other versatile safety 
features, make the Boyle Major the most advanced 
anaesthetic apparatus in the country today. Its 
reliability has won thd confidence of anaesthetists 
the world over. 




Get detailed information on the Boyle Major 
Write to the nearest lOL office. 


lOL 


An associate of 


Medishield 


Indian Oxygen Limited 

Oxygen House, P-34 Taratata Road, Calcutts-700053 


loxrCAS-Vr* 
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Can the human body take care of itself? 



_ ...not always 

that's when 


SUSPENSION 

* 

lends a helping hand 

MICRONiSED IRON AS FERROUS CALCIUM CITRATE 
Comparative studies'have proved that this unique form of iron is better 
absorbed than ferrous sulphate or molybdenised iron supplements. It is free 
from gastric irritation, diarrhoea or other side effects. 

IRON AND CALCIUM AS A SINGLE MOLECULE 

Keeps iron in the ferrous form and prevents the formation of insoluble 
phosphates. 

IMPORTANT VITAMINS A. D3 AND B-COMPLEX 

Folic acid makes for enhanced haemopoiesis, while supplementary vitamins 

provide for the rapid improvement in the patient's health. 

DELICIOUS MANGO FLAVOUR 

Wins ready acceptance, especially with children and fastidious patients. 

SUSPENSION the AIL ROUND HAEMOTONIC 

lumcdri helps the body help itself 


umicai 


1. Talaga ES: Obstetrics and Gynaecology. Feb. 1965 

^Trademark of ORTHO 
PHARMACEUTICAL CORPN. U.S.A. 

RS-FP-PA-78-1 


©ETHNOR LIMITED 
30, Forjett Street, 
Bomb^ 400 036 





if 










m 


Furazolidone with Pectin & Kaolin 


Furatolidone hat a strong antibactanal effect 
pratumably by interfering with the enzymatic 
process that aids bacterial growth of the 
Shigella group, salmonella and vibno chotora 
Furazolidone also hat strong anti'Qiardial action 

Pectin and Kaolin absorb bacteria and toxin 
and protect the mucous membrane of the 
intestine. Kadm has an added antiferment 


action m the kitastmal tract 


Together as mFurakoIkt they eomiol diarrhoea 
of varied ortgbi—effectively and quickly 






Paetin I P 


IMOieATIOM 

Qiaidiasli BacMriil Oisrrhoaa 


Entanc Favar and Cholara 


Infanta undar ona yaar f 
taaapoonful 4 ttmaa daily ChtI* 
dran 1 yaar to 4 yaara ] to 1 
taaapoonful 4 timaa daily Chil« 
dran 5 yaara and atxiva 1 to IJr 
taaapoonful 4 timaa daily 

Adult 

3 taaapoonfula 4 dmaa daily of 
aa diractad by tha phyalcian 


G. D. PHARMACEUTICALS LIMITED 

BoraNne House, 9 6Wih Avenue, CrtcumiTOOOOS__ 


nADASSOCtA 












Filis the 
PROTEIM GAP 



apitolin 

ATvilNO A(.;i[) f.MCH 


I (inijiiiirKi 
i'I' >t-■ I[I MV < I[(>IV 
'■ '''' H il 1.111 rjin 

I I)I- 111 mit ‘ 
f'J i, I ill 11111111 ■ 

I ' V I ■' I' ■ ' '1 I' 

)i II I I i| ih I ,1 '( iT', 

' ■ M 1 '1 i! II ll i,,ili 
i 1| ' III! 

I . '-1M' fit 


apkiQiiR 


The soothing promise 

4 si nof yiin 

Relieves respiratory 
disorder 


COMPOSITION 

SRONCHOOILATOR 

* Theophylline 

* Ephedrine HCL 

EXPECTORANT 

* Pot Guaiecol Sulphonate 



WiUMilNWiMtlV 






lAL SIMULANT 
Caffeine Theophylline 

OiETARV SUPPLEMENT 
ft STIMULANT 


INDICATION 
Bronchial Aathma, 
Bronchiectaais, 
Reapiratory Catanh 
Chronic Bronchitia 
Congeatlve Heart i 
Failure.Broncho 
Pneumonia, Dry ft 
Unproductive Couflh 















DOSAGE 

Adults 1 to 2 teaspoonsful 
Children Under 1 year — 5to7 
drops Between 1 and3yeara*12 
drops Between 3 and 8 years 20 
drops Between 8 and 12 years 
30 drops To be taken thrice daily 
with warm water or milk half an 
hour after mss I s This dote may 
be repeated during paroxysms 
according to the direction of the 
physician 

PRESENTATION 
Bottles of 84 ml. 

188 ml. 44S mf. 

G. 0. PHARMACEUTICAljS 
LlilflEO 

9 GwishAvanue Csl <700003 
















omilcal^ 

CHERRY FLAVOURED 

COMPOSITION 

Each reconstituted 5 ml (1 teaspoonful) contains 

Calcium Phosphate I.P. as micro-suspension 
equivalent to 50 mg Cas (Po 4}2 

Vitamin A U S P 2500 I.U 

Vitamin D 3 (cholecalciferoi U.S.P.) 1000 I.U 
Cyanocobalamin I P 

Sodium Fluoride B P I 

Alcohol 95% (v/v) 

Erythrosine 

(Colour index No 45430) 

_ PRESENTATION 

Delicious cherry flavoured micro-suspension in 
bottles of 200 ml. 



0 26 ml 
s 


■ 


f 


FRANCO-INDIAN 
PHARMACEUTICALS PVT. LTD 

20. DR E. MOSES flOAO BOMBAY 400011 


I 
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ORIGINALS AND PAPERS 


Breast Feeding hy Urban Mothers 

M. CHOWDMURY*, N. DUTTA**, A. SARKAR***, B. DEY**** 
[Received for publication January 9, 1978] 


Advantages of breast feeding cannot be over¬ 
emphasised. A number of studies (Bullen et. al., 
1972; Gindrat et al., 1972; Ciba Foundation Sym¬ 
posium, 1976) in recent years establish the biological 
superiority of human milk over other kinds of 
mammalian milk to ensure a comprehensive well¬ 
being of human babies. In developing countries 
breast feeding assumes greater importance, as it 
offers hygienic and low cost ideal food for the 
babies thus reducing morbidity and mortality of 
infants. 

In India, though breast feeding is still practised 
widely, if not universally, in rural population, 
mothers in urban areas tend to favour increasingly 
replacement of this practice by artificial feeding. 
It is important that this trend should be discouraged 
effectively before it reaches the rural population. 

Reports are available from other parts of India 
about the extent of breast feeding practised, though 
under different sociocultural background and with 
different objective (Walia et al., 1974; Karkal, 
1975; Ghosh et al., 1976), but none is on record 
from eastern part of the country. This prompted 
the present authors to undertake the study, which 
differs from the rest in more than one way. 

Material and Method 

The study was conducted on 500 mothers attend- 

Departinent of Paediatrics, Ramalorishna Mission Seva 

Pratisihan and Vivekananda Institute of Medical Sciences, 

Calcutta 

D.C.H. (Lond>), Associate Professor 
C.H, <Cal.), Resident Physician 
1, D.C.H. (dal.). Registrar 
), D.C.H. (Cal.), Senior House niysician 


ing the Well-Baby and Immunisation Clinics of th%. 
Ramakrishna Mission Seva Pratisthan Hospital;' 
Calcutta. The criteria for selection of mothers fof' 
the study were (1) mothers must be Bengali, and' 
(2) the babies must be of 3 months to 1 year of age.;* 

With the help of suitable questionnaire, informa¬ 
tions were collected about age, parity, economi9 
status, educational level, duration of breast feeding^ 
complete or otherwise until the baby was 3 months, 
of age, reasons for starting artificial feeding, if' 
started withm this period, type of milk and the, 
degree of dilution used for artificial feeding. 

Observations 

Table 1 shows that of the mothers, 32 per centprac- ■! 
tised complete breast feeding at least up to 3 months.'^ 
of baby’s age, 1.6 per cent did not offer breast feed ' 
at all, 62 per cent of mothers started artificial feeding ' 
along with breast feeding before the baby was 3.' 
months old and 4.4 per cent of them completely; 


Table 1—Showing Feeding Pattern Practised by Mothbrb 


Feeding patterns 

No. of mothers 

Only breast feeding up to 3 months 

160(32%) 

Never breast feeding 

8(1.6%) , 

Artificial feeding along with breast feeding 


up to Smooths 

Artificial feeding along with breast feeding 
for less than 3 months and only on artificial 

310(625® / 

feeding at 3 months 

22(4.4%) 

« Total 

500 

■ II. ' -A 


•M.B.B.S. (CaU, 
**M.D. (C^U), h. 
♦♦•M.B.B.S. (CbI-; 
****M.B.B.S.(Cb1. 
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Stopped breast feeding by the time the baby was 
3 months of age. 

Table 2 shows that, of the mothers starting arti¬ 
ficial feeding before the baby was 3 months old, in 
30.5 per cent it was prompted by insufficient supply 
of breast milk, while mother’s working status was 
responsible in 6.7 per cent. Despite adequate 
supply of breast milk, 48.8 per cent started artificial 
feeding due to misconception and wrong advice. It 
was necessary in 14 per cent of mothers because of 
separation from the baby during the first few weeks 
of life caused by illness of mothers and/or babies. 
Mother’s illness included local cause, viz., retracted 
nipple, breast abscess, etc. 

Table 2—Showing Reasons for Choice of ArtificialFeedino 


Reasons for artificial feeding No. of mothers 

Insufficiency of breast milk 104(30.5 %) 

Working status of mothers 23(6.7%) 

Illness of mothers and/or babies 47(14%) 

Misconception/wrong advice 166(48.8 %) 

Total 340 


As is shown in Table 3, for the purpose of artificial 
feeding, dried milk powder of different brands was 
used by 77 per cent of mothers, while 20 per cent 
of them used cow's milk or goat’s milk, and 3 per 
cent used a combination of milkpowder with cow’s or 
goat’s milk. None used buffalo’s milk or the supply 
from Government dairy. Cow’s or goat’s milk 
was used in dilutions of 1 : 1 or I : 2. Dried milk 
powder was used as recommended by minufact- 
urers by 38 per cent of mothers and the rest diluted 
it to half recommended strength. 

Table 3—Showing fypES of Milk Used for Artificial 
Feeding and Their Dilution 


Type of milk No. of cases Dilution 


Milkpowder 260(77%) 100(38%) Full recommended 

strength 

160(62 %) Half recommended 
strength 

Cow's or 

goat's milk 68(20%) 30(44%) 1:1 

38(56%) 1:2 

MiUt powder 
combined with 

cow’s or goat's 

milk 12(3%) 

Total 340 


Table 4 shows that the practice of artificial feeding 
was mote common in mothers with higher level of 
education. Eighty-one per cent of the mothers with 
higher level of education started artificial feeding 
before the baby was 3 months of age. 


Table 4—Showing Relationship between Level of Mothers’ 
Education and Feeding 


Level of 

No. of 


Artificial 

mother's 

education 

mothers 

Breast feeding 

feeding 

Graduate 

129 

27(20.8%) 

102(79.2%) 

College 

63 

9(14.2%) 

54(85%) 


192 

36(18.7%) 

156(81%) 

School 

263 

104(39%) 

159(61%) 

Illiterate 

45 

20(44%) 

25(56%) 


308 124(40.2%) 184(59.7%) 


Table 5 shows that of the 3 categories of mothers 
with total family income of Rs. 1000/- and above, 
between Rs. 500/- and Rs. 1000/-, and below Rs. 500/- 
per month, 25.3 per cent, 27 per cent and 38 per 
cent respectively fed their babies only with breast 
milk up to 3 months. 

Table 5—Showing Relationship between Economic 
Status and Feeding 

gsssa i I. . .T"""' 'i ■ -I ' I'l.. iiiM'.ii'uv.'j,, 

Family income No. of cases Breast Artificial 

per month feeding feeding 

Above Rs. 1000/- 79 (15.8%) 21(25.3%) 58 (75%) 

Between Rs.500-1000/- 182 (36.4%) 49 (27%) 133 (73%) 

Below Rs. 500/. 239 (47.8%) 90 (38%) 149 (62%) 

Total 500 160 340 


Age of mothers varied from 16 to 38 years, majority 
of them being 20-30 years of age. As indicated in 
Tabic 6, age alone did not appreciably influence the 
choice for artificial feeding. However, insufficiency 
of breast milk was the main determinant in older 
mothers, while in younger mothers the predominant 
cause was misinformation or wrong advice. 

Of the mothers included in this study 326 (65.2 
per cent), 135 (27 per cent) and 39(7.8 per cent) were 
primigravida, 2nd gravida and 3rd gravida or more 
respectively. Because of the preponderance of pri- 
migrp.vida in the composition of study sample no 
meaningful correlation was possible between parity 
and the practice of artificial feeding. 
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Table 6—Showino Rsl/^tionship between Mother’s Age and ARnnciAt Feeding along with Other Determinants 


Mother’s age 

No- of cases 

Breast feeding 

Artificial 

feeding 

Insufficiency 
of breast milk 

Working 

mother 

Illness of 
mothers and/ 
or babies 

Misconception 
or wrong 
advice 

Below 20 years 

40(8%) 

15(37.5%) 

25(62.5%) 

4(16%) 


3(12%) 

18(72%) 

20-25 years 

270(54%) 

87(32%) 

183(68%) 

54(29%) 

7(3%) 

19(10%) 

103(57%) 

26-30 years 

157(31.4%) 

47(30%) 

110(70%) 

38(34.5%) 

13(11.8%) 

21(11%) 

38(34.5%) 

Above 30 years 

33(6.6%) 

11(33.3%) 

22(66.7%) 

8(38%) 

3(13%) 

4(38%) 

7(33%) 


Discussion 

This study diflfers from other studies in India, as 
it was hospital-based rather than comraunily-based. 
Besides, the study sample was drawn from a parti¬ 
cular ethnic group belonging mostly to the middle 
class. 

It is important to note that compared to the 
otheratudies (Ghosh et. al., loc. cit .; Karkal, loc. cit.; 
Walia et. al., loc. cit.), a higher proportion (66.4 
per cent) of mothers started artificial feeding along 
with breast feeding before the baby was 3 months 
old, while much less, only 4.4 per cent made a 
complete switch-over to artificial feeding at 3 months. 
Unlike the observations in Delhi (Ghosh et. al., 
loc. cit.) and Chandigarh (Walia et al., loc. cit.), 1.6 
per cent of mothers in this study did not breast feed 
their babies at all, the proportion being less than 
th^ in Bombay (Karkal, he. cit.). A larger number 
(77 per cent) of mothers practising artificial feeding 
used dried milk powder, and a smaller number 
(20 per cent) used cow’s or goat’s milk compared 
with what has been noted in other studies mentioned 
above, while none used buffalo’s milk. It is surpris¬ 
ing that no mother used milk from Government 
dairy, though cheaper than what they used from 
other sources. 

The most common reason for starting artificial 
feeding was misconception or wrong advice by 
family members or sometimes by physicians. It 
was particularly evident in young mothers mostly 
from lower economic status and with lower educa¬ 
tional level, who despite sufficient supply of breast 
milk started top feeding due to mistaken impression 
about superiority of artificial milk over breast milk. 
Ignorance about total requirement of a growing 
baby was also responsible in some cases. In mothers 
of higher age groups and with higher level of educa¬ 
tion, however, it was either due to insufficient supply 
of breast milk, presumably due to psychological 
block or due to working status, and in some it was 
necessary due to early separation from the babies 
caused instrumental labour. 

Illiterate mothers were only 45 in number, It is, 


indeed, alarmins that 56 ner cent of them started 
artificial feeding before the baby was 3 months of 
age, though they came from the lower socio-economic 
status. 

Observations recorded here would seem to call 
for immediate and organised measures to discourage 
the increasing trend for artificial feeding, an obvious 
hazard to the child health. 

Summary 

Five hundred Bengali mothers mostly from 
middle class attending the Well-Baby Clinic of a . 
Calcutta hospital were studied to determine the 
extent of breast feeding practised and the factors 
influencing the choice for artificial feeding. Of the 
mothers taking recourse to artificial feeding, 66.4 
per cent combined it with breast feeding before tlui 
child was 3 months old, while 4.4 per cent made a 
complete switch-over to artificial feeding at 3 
months. Only 1.6 per cent of mothers did not breast 
feed their babies at all. Dried milk powder was 
used for artificial feeding by 77 per cent of fflothjers. 
The commonest factor prompting a choice for 
artificial feeding particularly in young mothers of 
lower socio-economic status and with sufficient 
supply of breast milk, was wrong idea or advice. 
However, with the mothers of older age-group and 
with higher level of education, insufficient supply 
of breast milk, probably due to psychological block 
or in consequence to wroking status and in some 
induced by early separation of babies, were respon¬ 
sible for artificial feeding. 
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Factors Influencing Hospi¬ 
talisation in Pregnancy 

(A Statistical Evaluation) 

P. RASHID*, A. KHAN**, M. ZAHEER*** 
[Received for pnblication May 2, 1977] 


It is customary in India that mothers least avail 
themselves of the services of a hospital during 
idelivery, even though the facilities may be available 
to them within easy reach. In the developed coun¬ 
tries, however, the situation is quite difTcrcnl, 
that is, more mothers arc in favour pf inslilutional 
rather than domiciliary confinements. It has been 
reported that in United States of America, 97 
per cent babies are born in a hospital with a physi¬ 
cian in attendance (Mumford and Skipper, 1966), 
whereas in India, only 14 per cent deliveries arc 
institutional and about 80 per cent of confinements 
are attended by untrained personnel at home 
(Mukerjee, cited by Ghosh, 1970). Such conditions 
exist due to meagre midical facilities available in 
this country, specially so in rural areas; even in 
areas where miterniiy services are provided, they 
are not utilised to their maximum advantage. There 
ifi greater patronage of the dai who by tradition 
.enjoys the prestige of the community and confidence 
of the mothers, performing her task at home with 
great satisfaction and convenience to the pregnant 
mother. This feature is puticularly prominent in 
mal areas, and has contributed to a high maternal 
‘Jxnorbidity and mort.i!ity as well as high perinatal 
neonatal mortality. 

i In urbm areas too, a complex of social and 
[miltural influences operate against acceptance of 
institutionalised maternity services. A study of 
phese factors would help in the proper planning of 


fDy'ir’mn; Prevn iw aid So.’ial Medicine. Jawaharlal 
' ■ '^iisarh Mislim ITniversily, Aligarh 

3 ® D /Prevj'viveand S.>eial Msdicine), lawturcr 
M Sc. [S;atis<ics>. Uciarer 
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the maternal welfare scheme, so that appropriate 
facilities may be provided according to the needs 
of the community. Keeping this objective in view, 
the present study was conducted to highlight the 
importance of relevant sociomedical factors that in¬ 
fluence the pattern of hospitalisation in pregnancy. 


Material and Method 

The study sample was drawn after interviewing 
nearly all the mothers attending the Ante-natal 
Clinic, Jawaharlal Nehru Medical College Hospi¬ 
tal, Aligarh, during the period from August, 1972 to 
July, 1973. Out of a total annual attendance of 500 
mothers at the clinic, 430 mothers were interviewed 
by the schedule method. This study formed a part 
of the survey to find out the health status of ex¬ 
pectant mothers visiting the clinic. Besides collect¬ 
ing data regarding health and morbidity pattern 
amongst the mothers, a detailed record of all their 
past pregnancy terminations and their respective 
places of confinements was also obtained. For the 
present study, mothers with 3 or more deliveries 
were considered in the analysis since observations 
over a reasonable number of parities only can 
enable us to form an idea regarding the pattern of 
iastitutional and domiciliary confinements. The 
sample size thus consisted of 141 mothers who had 
a history of at least 3 confinements in the past 
pregnancies. These mothers were divided into 3 
groups depending upon the place of confinement 
during all their past pregnancies (present pregnancy 
excluded). Group Gi consisted of mothers who gave 
history of all pregnancy terminations in a hospital 
whereas group Gj comprised mothers with only 
home deliveries. Those mothers who underwent 
hospital as well as home deliveries were placed 
under group G 2 . Hospitalisation in the last group 
might have been due to some short term factors 
like a medical complication during pregnancy/ 
delivery or certain temporary social problems 
operating at that time. 

Realising the fact that certain motives operate in 
choosing iastitutional confinements, a multivariate 
analysis was done to find out the significance of 
some relevant sociomedical, factors influencing 
hospitalisation. The factors considered in the present 
study were (1) housing condition (or space available 
in the house), (2) number of helping hands in the 
family, (3) social class, (4) complications during 
pregnancies, (5) literacy status of the mother and (6) 
accessibility to a hospital. The last factor was 
excluded f^rom the analysis, as all the mothers 
included in the study resided in areas where free 
hospital facilities were available in reasonably close 
proxmimity (i.e., a distance of not more than 5 km,). 
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It is generally observed that more mothers resort 
j a hospital for delivery in the absence of helping 
ands in the family. For the present analysis, all 
iiniily members over 10 years of age were regarded 
IS helping hands. Shortage of space in the house 
lus also been described as an important factor 
lompclling a mother to undergo hospital delivery 
Biswas, 196S). Living accommodation available 
vas estimated in terms of the number of rooms 
vailable per individual (the exact measurements of 
he rooms were not available). 

Literacy and socio-economic status have a signi- 
; int bearing on th; utilisation of obstetric services. 
I'hc social classification was done according to 
rosad (1970) and a system of scoring was adopted 
or analysis.Social classes I, II, Ill, IV and V were 
liven the scores 5, 4, 3, 2 and 1 respectively. Simi- 
arly, literacy status of the mothers was graded into 
lliterate, just literate and primary, middle and 
ugh school, intermediate and finally degree holders, 
ind tuesc were given the scores 1, 2, 3, 4 and 5, 
cspectivcly. 

Complications during pregnancy generally compel 
nolhers to seek hospital aid, hence a history of 
lossible complication during the previous preg- 
vincy or delivery was enquired into. This was 
isscssed according to the International Classifica- 
lon of Diseases (WHO, 1967). A score of 3 was 
;ivcn to mothers where all or a majority of preg- 
i-neies and deliveries were complicated. A score 
•r 2 was given to mothers with a history of at least 
>uc serious m ilady and a score of 1 was attributed 
0 the normal cases. 

For tlic purpose of analysis, a statistical test was 
pplied to see whether the 5 multiple factors, i.c., 
ousing condition (Xi), number of helping hands 
n the family (X2 ), social class (X3 ), degree of 
I'tmplicntions (X4 ) and literacy status of mothers 
Xj) influenced the vai-ious categories of hospitali- 
iuiion (Gi. O 2 and G3). 

Statistical methodology—^ denotes the column 
I'cctor of 5 variables, X,. .Xsunder considera- 
ion. Each of the variables has been measured for 
ndependent random samples of sizes ni (i=l, 2, 3) 
or the 3 groups. Xjj denotes the jth vector observa- 
ion from the group Oj (i=l, 2, 3). In the present 
>iudy n| =12, n, =59, ns =70. These 3 groups have 
)ecn compared simultaneously with respect to the 
neans of all the S variables under consideration 
w the use of standard technique called multivariate 
inalysis of dispersion (Rao, 1952). The sample 
nean vector for each group was calculated as 

Xi =l/n| H Xij. i=l, 2, 3. The sample means of 

j=r' 

U1 the groups were then pooled. This pooled sample 


3 

mean vector is represented by x=] /N iT nj ^ 

i=l 


3 

when N= E nj . 
i=l 


The sum and product matrix due to v/ithin popula¬ 
tion and between population has been analysed and 
denoted by W and Q respectively. The statistic 
applied for testing the difference in mean value is 

V=-mlog,A m-(N-l)- 

2 


_IWl p =No. of variables =5 

W enA-T^-p-Qj q =No. of groups-l =2 

Under the null hypothesis of difference V has an 
approximately X* ^stribution with pq degree of 
freedom. 


Limitations of the study —In the present study, 
out of 644 deliveries, 22.8 per cent were terminated 
in a ho.spital, a rate which is higher than that of 14 
per cent for India (Mukerjee, cited by Ghosh, loc. 
cit). The sample studied cannot be considered truly 
representative of the Indian population, being a 
hospital based study, showing greater tendency 
among mothers to avail themselves of hospital 
amenities. Such a study if carried out by random 
selection of mothers from the community would 
depict a better relationship of sociomedical factors 
with hospitalisation. 

Motivation in the selection of home delivery 
might not have been due to choice. A hospital- 
minded woman may have had to satisfy herself at 
home due to inability to procure a bed in time. An 
enquiry of the factors operating at each event of 
delivery was not obtained in the present study. 

The average per capita living accommodation 
in the house was calculated as the number of rooms 
per person, for the exact measurements of each 
room were not available. Hence allowance may 
be given to the margin of accuracy in this factor. 

It should be noted that even though variables 

Xi,_, Xj are discrete random variables, the 

above statistical technique called multivariate analy¬ 
sis of dispersion has been employed as an approxi¬ 
mation to provide an idea about the influence on 
hospitalisation of the 5 factors being studied. 


Observations and Discussion 

Table 1 shows the average scores Xik (*“1. 2, 3; 
k=l, 2, 3, 4, 5) of the various factors distributed 
according to the different groups Gj (i=l, 2, 3) of 
hospitalisation. 
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Table I—Showing Average Scores of Sociomeoical Factors 

DISTRIBUTED ACCORDING TO PATTERN OF HOSPITALISATION 


Variable Average Average Social Average Educa- 

space No. of class compli- lionnal 

in the helping cations slatus 

hou-sc hands in during of 

Ihc pregnan- mothers 


Group 

Sample 

size 


family 

Xs X, 

cies 

X 4 

X 5 

Gi 

12 

0.6021 

2.0000 2.6666 

1.6666 

2.5000 

0 * 

59 

0.5623 

2.2372 2.1186 

1.5762 

2.1186 

G, 

70 

0.4201 

2.9714 2.0162 

1.2857 

1.7857 


The central X* value was found to be large 
(V—30.5 with pq = 10 degree of freedom) showing 
that the mean vectors of the 3 poups /xj 
^i) arc significantly different. The technique of 
analysis of variance was applied to investigate which 

of the variables X,. ,Xs causes this significant 

difference. The calculated value of the F statistic 
was also observed to be significant at the 5 per cent 
level (P<.05) with respect to each variable. This 
highlights the fact that certain factors, like (1) good 
social class, (2) literacy status (3) dearth of helping 
hands in the f^amily and (4) complications during 
pregnancies and deliveries, have a significant role 
in the selection of institutional confinement. These 
findings are in conformity with the observations 
made by Bi.swas (/or. cit.) in Calcutta. In the present 
study mothers who resorted to the hospital for 
delivery had, on the average, more space in the 
house. This may be attributed to the fact that 
mothers of a better socio-economic status have 
better housing conditions and belong to a group 
of population tliat avails itself of hospital facilities 
during pregnancy. However, Biswas (he. cit.) 
reported that mothers who underwent institutional 
delivery had generally poor housing conditions. 
This difference is probably due to a difference in the 
samples of population studied. In the latter study 
all mothers, rich and poor, resided within a small 
belt surrounding the R. G. Kar Medical College, 
Calcutta, and were thus fully exposed to the benefit 
of a next-door hospital. 

The authors then carried out grading of group 

means of each variable X^,., Xj by grouping 

together means which arc not significant, separating 
out others. This analysis revealed that and G, 
constitute a group of mothers significantly different 

from G, as far as all the variables Xj.Xg are 

€X>ncerned by calculating the standard normal 
variate Z (Rao, he- cii ). The values of Z and the 
corresponding P values arc shown in Table 2. 

Table 1 shows that the group Gg and G 2 of mothers 

repment sections of population who have a better 
aocio^oonomic and literacy status, good housing 


Table 2— Showimo the Va;.ues of Z and the Corkesfonding 
p Values 


Variables Xg 

Xg 

X, 

X* 

X. 

z 2.9 

P values <.0I 

1.97 

<.05 

1.97 3.15 

<.05 <.01 

2.6 

<.0l 

conditions, smaller 

number 

of 

helping 

hands 


(probably due to smaller families) and who seek 
hospital confinements for all their pregnancies or 
when the occasion demands. It is also obvious that 
complications during pregnancy or delivery (XJ 
tend to compel mothers to seek hospital aid. 

Mothers of the group G., are economically at a 
disadvantage, have less space in their house but 
more helping hands (due to large size of the families) 
and choose to stay at home for their deliveries. 
These women are also of poor educational status 
and have not understood the value of hospital care 
during confinement. 

Summary and Conclusion 

The preceding statistical analysis has revealed the 
significant role of sociomcdical factors in the 
selection of institutional delivery, Jt is evident from 
the study that mothers of good socio-economic 
and high literacy status seek hospital aid with greater 
frequency than their poor, uneducated sisters. It is 
also observed that a smaller number of helping 
hands in the family and complications during 
pregnancies and deliveries are important motivating 
factors for availing oneself of hospital amenities. 

Though in the past few years there has been a 
considerable improvement in the provision of 
hospital facilities, specially in the urban areas, it has 
not been able to meet the needs of the mothers 
adequately. Moreover, as pointed out earlier, social 
and cultural factors also, have prevented mothers 
from utilising hospital services in India. An aware¬ 
ness of these varied problems will help us to decide 
what type of service is best suited to fulfil the 
health needs in our country and at the same time 
be acceptable to the people as well as be financially i 
feasible. Experience has shown that health services! 
for mothers are more likely to be accepted and used 1 
when they are attuned to the cultural heritage, 1 
beliefs and customs of the people. Since a majority j 
of the deliveries in India arc conducted at home and 
hospital facilities cannot cater to the needs of all the : 
mothers, there should be efiicient utilisation of j 
midwives in a domiciliary situation for normal 
deliveries, that constitute about 93 per cent of total 
deliveries. At the same time, screening should be j 
done by the auxiliaries to detect ‘at risk’ cases, so i 
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that these may be rightly directed to avail themselves 
of the institutional services. Such a comprehensive 
planning of the maternal welfare scheme would go a 
long way to reduce the financial burden of the 
organisation and at the same time would satisfy the 
uneducated, tradition-bound mothers who consti¬ 
tute the majority of women of this country. 
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CASE NOTES 


1 


A provisional diagnosis of mesenteric cyst was made. 
Routine investigations were within normal limits. 

Operation —A right paramedian laparotomy under general 
anaesthesia revealed a cyst arising from the mesentery of the 
distal ileum and adherent in a few places to transverse me 80 -> 
colon and greater omentum (Fig. 1). The cyst was easily dis- 



Fig. 1 — Showing run Cyst Arising from the Mesentery 


Dermoid Cyst of the 
Mesentery 

P. K. CHATTOPADHYAYA* 
GEETA CHATTOPADHYAYA** 


Walker and Putnam (1975) slate that the cystic lesions of the 
omentum, mesentery and rciroperitoncum are uncommon 
lesions which are seldom diagnosed prior to operation. Tlie 
first report of mesenteric cyst is commonly ascribed to a Floren¬ 
tine anatomist Beneviene who related the finding of k cyst of 
the small bowel mesentery during an autopsy in 1507. Rokin- 
lancy in 1842 (cited by Hardin and Hardy, 1970) gave a more 
detailed description when he found a chylous cyst of the mesen¬ 
tery. The first surgical excision was reported in 1880 by Tillaux 
(cited by Walker and Putnam, loc. cit.) 


Case Report 

B. M., aged 45 years, Hindu, female was admitted in Kalim- 
pong Sub-Divisional Hospital, District Darjeeling on 1-3-1976 
with the complaints of a lump in the right lower quadrant of 
the abdomen. The swelling was noticed by the patient 25 years 
ago when it was of the size of an orange and it slowly grew to 
ihe size of 6'x4'x3*. The patient had periodical attacks of 
colicky pain, constipation and occasional vomiting for the last 
10 years. 

fjcofflinaribn—Abdominal examination revealed a tense 
cystic lump occupying the right lumbar region and right 
iliac fossa. It was non-tender, freely mobile from side to side 
and less mobile on the Vertical axis. 



sected off lliesc adhesions and from the mesentery. It was 
thick-wallcd, calcified and dirty white in colour containing 
soft gelatinous material and a hair ball of 3'' diameter (Fig. 2). 
A part of the cyst-wall was thick and cartilaginous. 



Fig. 2—Showing the Calcifiu) Cvsr Sput Open to Show 
THE Hair Ball 


Postoperative period was uneventful and at follow-up after 
6 months the patient had no complaint and there was no sign of 
recurrence. 

Discussion 

Dermoid cyst of the mesentery is sufficiently uncommon to 
merit the report of this case. Harding Rains and Ritchie(1973) 
dassified mesenteric cysts into the following varieties: chylo- 
lynqihatic, enterogenous, urogenital remnants and dermoid 
cysts (teratOTiatous cysts). Of these, the fost 2 varieties axe 
common but the dermoids are comparaively rare. Also calci¬ 
fication of the cyst-wall may occur rarely (Walker and Putnam, 
he, dt.) as in the present case. 
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Summary 

A case of cilcifisd dermid cyst of the mesentery is reported. 
The condition is rather uncommon. 
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Multiple Pedunculated 
Fibromatosis of Breast 

ANIL KUMAR GUPTA* 

SUB HASH CHANDRA ATRI** 

Y. P. NAITHANI*** 

Pure fibroin,i of the breast is a rarity. While reviewing lite¬ 
rature two rei'ereacss were found from India (Agarwaland 
Mishra, 1968; Prasad el af., 1973) about pedunculated solilaiy 
fioromu of nipple and hardly any report about multiple pedun- 
cjlated fibromitosis ol breast. One such case, seen in surgical 
wards at the S. R. N. Hospital, Allaliabad, is being reported. 

Cask Report 

Mrs. H., 35 years, Hindu, female was admitted in the hospital 
on 18-8-1975. Site enmptuined that for the last 2 years multiple 
nodular swellings tuid been growing in left breast, starting as 
pea-.si 2 od swellings, and they now have grown to be lemon 
sized. The swellings were painless and she had no itching or 
ulceration or any disclrarge from the swellings or from the 
nipple. She was married 18 years back and had 2 male children, 
both iiale and hearty. Her menstrual cycle was regular. There 
was no liistory of trauma to the breast. No one else in her family 
had suffered from such ailments. 

Examlnation—On examination, she was found to be a lean 
and thin woman of 5', weighing 35 kg. Her pulse was 84/minute 
and BP was 110^74 mm. Hg Siic wa s moderately anaemic. 
Her right breast was normal. The left breast was studded with 
nodules scattered all over \ he breast within 15 cm. of the nipple 
(Fig. 1). The nodules distorted the normal anatomy of breast 
and were firm, non-tender and tethered to skin. They were 
. ftecly mobile and not fixed to any deeper structure. The nipple 
was partly destroyed. I'ho regional Ivmph nodes were not 
. nnlarged. 

.Post graduate Depart men I of Surgery, M. L. N. Medical College 
. and S. R. N. Hospital, Allahabad 

*M.S .Reader 
, ••M.S.,Rcgistrer 

***M.S.,l*rofessorand Head of the Department 



Fig. 1— Showing the Nodules Scattered all over tip 
Left Breast 


Investigations—KoMl'me: investigations were normal cxcepi 
for haemoglobin which was 7.5 g. per cent and general blood 
picture suggested microcytic hypochromic anaemia. 

Management—\n intensive parenteral iron therapy helped 
to boost her haemoglobin to 11.5 g. per cent when a simple 
mastectomy was done and the entire tissue mass was sent foi 
histopathulogy. The resultant loss of tissue required a partial 
thickness skin graft and she was discharged after one month. 

Pathology—Tba specimen submitted for histopalhologieui 
examination consisted of nodules, firm, grey in colour and 
varying in size from 3 cm. to 10 cm. The cut surface revealed 
the nodules to be firmly incorporated in subcutaneous tissue 
and of uniform greyish-white appearance. 

Several blocks, made from these nodules, were studied and 
ail had idenlicalappcarance. Microscopically.it showed bundle', 
of spindle shaped cells running in various directions. At plaas- 
they were transversely cut while at others they presented a 
longitudinal appearance (Fig. 2, H. & E.,x 100). No adeno- 



Fio. 2 —Showing Buj^oles of Spindle Shaped Cells Runnini 
IN Various DnuacitoNs in Micropmotoqeaph 
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MASTOID ABSCESS IN TYPHOID FEVER —MAfLESI ET AL, 229 


[itous structure was seen. No mitotic activity could be seen 
any of tlie sections- The final diagnosiSs therefore, was 
|)romatosis of breast. 

Dlscossiotf 

According to ConWay (1956) it is a soft pedunculated tumour 
' connective tissue origin differing from papilloma of skin 
ily in greater involvement of subcpiihelial tissue. Lund 
y57j gave it the name of fibro-epithelial papilloma or 
bn tag or cutaneous polyp. The histogenesis is obscure, 
here is no relation to trauma or menstrual irregularities or 
iiity. Lcnnhoff(l914, cited by Agarwal and Mishra, loc. cit.) 
iviiighi the aetiology to be of inflammatory or irritative nature 
.11 Stout (1953) considers H to be a congenital malformation 
hich becomes apparent only in middle life and calls it “fibroma 
1 »llc”. Till its real nature is known, it may be considered to be 
b.:nign tumour of connective tissue ot the .skin of breast and 
ipple. 

SUMMAKY 

A case of multiple pedunculated fibromatosis, not reported 
arlicr, is firesonted. The literature is reviewed and the nature 
f growth discussed. 
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|.\ 11 W.VL, S. ANU MisitRA, o. V. -Indian J. Surg., 30: 287, 
1968. 

•nway, H. -Turn mrs of the Skin, 1936, Thomas, Springfield, 
Illinois. 

ti'tn.H. Z.—Atlas of Tumor Pathology. .Section I, Fascicle II, 
1957, Armed Forces Institute of Pathology, Washington. 
'!i.\SAD, M., PRADitAN, I*. K. AND BiSARYA, B. N— J. Indian 
M. A., 61: 12. 1973. 

onr, A. P.—Atlas of Tumor Pathology. Section II, Fascicle 5, 
1953. Armed Forces Institute of Pathology, Washington. 

3 

Mastoid Abscess in a Patient 
with Typhoid Fever 

H. MAJLESl*, A. NADERl** 

F. ANVARI AZAR***, H. FAROUGH**** 

fills it a rare complication of typhoid fever and is reported 
^nly in infants and children. Here an adolescent case, who was 
I’spitalised because of long term fever of unknown origin 
t'ld after 28 days developed a mastoid abscess of typhoid 
ligin, is reported. 

Case Report 

The patient is a l4-year-oId boy who was admitted in the 
'‘:iz Medical Centre of Isfahan University because of feVer 
‘''Oh chill and vomiting, diarrhoea and headache since IS days 
^'ior to his admission. His family and personal history was 
.tnicmarkable. 


^-dical School, Isfahan University, Isfahan, Iran 
*M.D. 

**M.D. 

***M.D. 

****M.D. 


Examination—Oa admi.ssion in the hospital tlie patient was 
conscious, oriented and presented with fever of 38°C. Physical 
examination of the head and neck, cardiovascular and respiratory 
systems revealed nothing significant. On abdominal palpation, 
there was no organomegally. Examination of the genito-urinary 
system was normal and there was no adenopathy. 

Investigations—-Total WBC—23000/c.mm. with 67 per cent 
polymorphs, 28 per cent lymphocytes, 4 per cent monocytes 
and 1 per cent eosinophils. Haemoglobin was 12 g. per cent. 
SCOT—36 units, SGPT—14 units. Total bilirubin—1.2 mg. 
BSP—8 percent, alkaline phosphatase—3 KA units.Cholangio¬ 
graphy and liver biopsy were within normal limits. 

Gastric juice for acid fast bacillus was negative- VDRLlest 
was negative. Blood urea—28 mg. per cent and fasting blood 
sugar—llOnig./lOOml. Scrum protein electrophoresis was 
within normal limits and scrum calcium was 5 mEq.jlitre. 
Chest x-ray— normal. Blood culture on several occasions 
was negative. Widal scroagglutination test was positive (titre 
TO—lin380andTH—lin380). Wright agglutinationandstool 
culture were negative. 

Came—During his stay in hospital, patient was running a 
temperature up to 30.2‘’C and finally on the 28th day of his 
hospitalisation, an abscess appeared on the left mastoid region 
which was operated upon and about 40 ml. of pus was drained. 
Culture revealed S. typhi and it was negative for fungus and 
other organism. 

X-ray—'X.-ray of the mastoid bone revealed reduced air cells. 

Treatment- -Treatment was started with chloramphenicol 
and in two weeks time fever disappeared completely and the 
patient was discharged in a good condition. 

Fo//oii'-H/r-Follow-up in clinic revealed no signs of infec¬ 
tion anymore- 

Discussion 

Bone and joint manifestations arc very rare complications of 
salmonella infection- 

This complication usually appears as an abscess or necrosis 
of the bone and it is mostly seen in infants and children. 

This complication usually involves the long bones particularly 
the tibia and rarely the small or flat bones. Bone and joint 
manifestations arc late complication or they may appear during 
the convalescent period, particularly after severe form of (his 
disease. 

The organism naybeseenin culture ofthe pusandin necrotic 
material drained from the involved areas. This complication 
may be acute nr chronic but the chronic form is mostly seen. 

Summary 

A 14-ycar-old boy was hospitalised because of fever of 
unknown origin in the Feiz Medical Centre of Isfahan 
University, Iran. 

Laboratory investigations revealed only positive widal 
agglutination and after 28 days an abscess appeared in the 
left mastoid region. 

Absccs.s was drained and culture revealed presence of S. typhi 
which was treated with chloramphenicol for 2 weeks and fever 
disappeared. 
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Rural Health Care: Problems and Priorities 

That India lives in villages is a fact too well- 
known to need reiteration. According to the 1971 
census about 438 million out of about 548 million 
people live in about 5,75,721 villages scattered all 
over India. It goes without saying therefore that 
utmost emphasis should be laid on the health care 
of the rural community in India. The Bhorc Com¬ 
mittee recommended the establishment of PHCs 
and SHCs to facilitate the delivery of health care 
and medical services to the rural masses. The rural 
health centres were intended to be the focal points 
for radiating integrated health care services, both 
curative and preventive, to the rural areas served 
by the Community Development Block. The objec¬ 
tive was laudable but subsequently it was found 
difficult to attain due to a variety of reasons origi¬ 
nating from the existing socio-economic conditions 
of the villages and the system of medical education 
inherited from the alien rulers. During this decade 
serious concern has been voiced by both our Govern¬ 
ment and the medical profession over the tardy 
progress of health care for the rural population. 

With the debate raging in both the developed 
and developing countries on alternative approaches 
to the problem of rural medical care the health 
experts, medical educationists and advocates of 
rural uplifiment in our country also arc thinking in 
terms of alternative methods fur delivery of clTeclive 
health care to the neglected rural community. 
According to a school of thought the existing in- 
fia-siructure for catering rural health care through 
the PHCs is most inadequate for the purpose. They 
argue that it is just not possible for the medical 
officer of the PHC and the para-medical and other 
staff attached to it to cover the entire population of 
the Block, which has now increased in most cases 
, from 60.000,'70,000 to 1,00,000 or more. The num¬ 
ber of doctors at each PHC and SHC has no doubt 
/ been increased in recent years following the inte¬ 
gration of MCH and fitraily welfare. But the effec¬ 
tive coverage usually does not extend beyond the 
, radius of 5 miles in case of PHCs. The services of 
the ANM at the subcentre hardly extend beyond the 
village where she is stationed and those of a basic 
health worker hardly bc><>nd a 3-milc radius. The 
medical officer at the PHC, who is generally over¬ 
burdened with the demands of medical care of the 
ailing villagers, gets little or no time for promoting 


health education and other preventive services. 
There are also some administrative and psychological 
factors which act as disincentives for the PHC 
doctors and the staff. The budget for drugs and 
equipment or improvement of hospital building and 
sanitation, etc.,isoften most inadequate for the needs. 
There is again hardly any supervision, guidance or 
reference services available to the doctors working at 
the PHCs. On lop of all these lies the interference 
of local leaders and Block Saraitis and BDOs. These 
and sometimes the lack of an impartial and equi¬ 
table application of transfer and promotion policy 
or scopcof self-development,etc.,arcgenerally suppo¬ 
sed to be the immediate reasons that cause frustra¬ 
tion to the doctors who in their turn consider posting 
in a PHC or SHC as a kind of punishment and try 
their best to secure transfer as early as possible to a 
city or urban centre. 

It is undeniable that frustration exists, whether 
it surfaces or not, among a number of medical 
officers posted in the rural health centres and this 
frustration can be traced back to their training in 
the atmosphere of urban hospitals and specialisa¬ 
tion which did not equip them to function as gene¬ 
ralists capable of tackling preventive and curable 
health service in the villages. Over and above, the 
absence of proper motivation during the years of 
st*udy failed to prepare them mentally for this type 
of Service in a different environment. Elsewhere in 
this issue a correspondent lias attributed the mal¬ 
adjustment of doctors with rural environment to 
their ‘urban bourgeois and petty-bourgeois back¬ 
ground’*. There are others who think that without 
a radical change in the social outlook of the doctors 
not much can be achieved. Unfortunately this is a 
far cry and we cannot ask out rura' brothers and 
sisters to wait for an indefinite period for the usher¬ 
ing in of a social revolution in the matter of delivery 
of health care. Hence arises the need for a minimum 
time-bound programme for re-organising the 
health infra-structure and re-motivating our medical 
and para-medical personnel for the social goal of 
our development. 

We have, however, a number of problems to be 
sorted out and solved in phases. The present Govern¬ 
ment at the Centre has not yet spelt out in details 
its total health care policy and seems to be in two 
minds in the matter of utilisation of the qualified 
medical manpower under a suitable national health 
scheme. It was admitted in the conference of State 
Health Ministers and Health Secretaries held in 
New Delhi in April 1977, where the draft ‘National 
Plan for Health Care Services in the Rural Areas’* 


‘Nandy, M. N.-7. Mian M. A-, 7o:243, 1978. 
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was presented yand discussed, that even “after 30 
years of Independence and the setting up of 5372 
Primary Health Centres and 37775 subrentres we 
have not made a significant impact on the health 
status of the rural population or the urban poor”®. 
The draft Plan also posed the question before the 
participants “as to whether the investments in the 
field of rural health so far made have been of the 
right order and in the right direction and have used 
the appropriate technological process”®. The draft 
Plan wanted all to realise that “improvements 
cannot be brought about merely by increasing the 
number of doctors or the output of medicine, but 
by making each individual realise the need for simple 
steps in sanitation, prevention, promotion, etc., 
of health activities some of which can make remark¬ 
able changes in the morbidity and 'mortality pattern 
in our country”®. Proceeding from this premise the 
Plan put forth the proposal to train some workers, 
drawn from the community preferably with a formal 
education of at least up to VI standard or up to X 
stand, rd if the community could select such persons, 
who would be given training in simple and basic 
health services through a three-month course and 
provided on completion of training with a kit con¬ 
taining common remedies of the modern system and 
also the traditional systems in vogue. 

The Indian Medical Association welcomed the 
Union Health Ministry’s move to pay special atten¬ 
tion to rural areas in the matter of health care and 
made it clear at the outset that it would have no 
objection if the Community Health Workers “were 
trained only to do such duties as health education, 
look after sanitation and first-aid or help in preven¬ 
tive Work thereby helping medical oflicers. But to 
train them so that they undertake the treatment of 
common ailments and that too both in the modern 
scientific and the traditional systems is concep- 
tionally wrong”®. The IMA refrained from going 
into the financial soundness of the programme 
but opined that Rs. 1200 per annum per worker 
including the cost of medicine was most inadequate. 
It, however, questioned the aim of the programme 
which, it held, was for all (practical purposes the 
production of a new cadre of quacks. The basic 
objection ofIMA was that the scheme pre-supposcd 
that village people did not require an effective and 
eflScicnt health service and were prepared to accept 
a third-grade medical service catered by workers 
trained in a hotch-potch method combining modern 
science with traditional systems and yoga. IMA 
upheld the right of the rural men, women and 

•Indian Mjdical Association—-IM^ Asend aPapers (Set i), 
37th Annual Meeting of the Central Council, Deconber 25-%, 
1977, Bombay, pp. 49-51. 


children to receive a medical care as good as that 
for the urban population. Secondly, it discarded as 
myth the charge that doctors did not go to villages 
and asserted that an overall survey of the PHCs 
would tell a different story—almost all of them were 
manned. Besides, Government did not take into 
account the existence of a large number of a duly 
qualified practitioners, who found it worthwhile 
to practise in villages. IMA argued that if a doctor 
in Government service did not go to a village health 
centre, the reasons therefor must be looked into, 
but the answer to this problem did not lie in foisting 
the quacks on the poor villagers. It further pointed 
out the element of risk involved in the appointment 
of such Community Health Workers, since with 
three months training and being armed with a 
certificate they would try to establish themselves as 
doctors, forgetting their normal vocation like agri¬ 
culture, school teaching, house-wifery, etc. 

The question may be raised if the IMA has any 
alternative means of health care for the villages 
that can replace the Community Health Workers 
Scheme. In the opinion of the IMA preventive 
aspects of rural health care can be well looked 
after by a group of trained para-medical persons 
by whatever name they are called. Dr. A. P. Shukla, 
past-President of IMA, has suggested that the 
“preventive aspect of rural health care could be 
best attended by organising a net-work of health- 
guards on the pattern of home-guards”®. There 
should be one such health guard for every one 
thousand rural population to look after the village 
sanitation, cleanliness, water, easing habits of 
villagers, mosquito and fly nuisance, hygiene of the 
village and burning of refuse, etc., and work as a 
liaison between the village and the subcentre or 
PHC for catering primary health care and medical 
aid. The present President of IMA, Dr. J. V. R. 
Sarma has suggested the raising of a corps of com¬ 
munity health workers from the educated members 
of the rural community. To put in his own words, 
“a course of training be imparted to the intelligent 
and educated members of the community who have 
attained an age and stage in life where their 
bearing can carry some weight and they can throw 
some light on ways of healthy living. These com¬ 
munity health workers can only notify incidence 
of diseases and help people to receive treatment 
from the nearest qualified personnel”®. Dr. Sarma 
further suggests that these health workers should 
work under trained multipurpose workers raised 
flrom the cadre of sanitary inspectors, pharmacists, 
trained nurses and nurse-midwives, who in their 


•ShukU A.P.— /Wrf., pp. 52-53. 
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turn will be trained to render firM-aid for all common 
ailments under the direction of a qualihed medical 
person. 

Elsewhere in this issue Singh" suggests utilisation 
of each medical college particularly, the newly 
opened ones during the last 5 years, for training 
doctors and para-medical staff in such a manner 
as that they can take up responsibility for the total 
health care needs of any population with the ulti¬ 
mate aim of holding responsibility for at least 2 
districts. He suggests establishment of central 
hospitals each having 200 beds only in place of 
large hospitals with 500 to 1,000 beds and 5 to 6 
peripheral hospitals having 50 to 60 beds each 
with laboratory, operation theatre, labour room, 
etc., and prefers attaching each peripheral hospital 
to a number of rural subcentres or clinics. He 
suggests that all patients should he initially examined 
at the nearest clinics or peripheral or local hospitals 
and only the complicated cases may be treated in 
central hospitals and these patients too should 
return to the peripheral hospitals as soon as they 
arc able to do so. Singh® also recommends training 
of the medical students, interns and residents by 
well planned rotation between subcentres or clinics, 
peripheral and central hospitals and opening of a 
department of community medicine and public 
health, attached to the central hospital, which 
should undertake the training of multipurpose health 
workers and that of the first level health assistants 
to be recruited from primary school teachers, 
patwaris and village postmasters. Nandy^ prefers 
qualified doctors to remain in the urban and semi- 
urban areas, but they will have to visit rural subsi¬ 
diary health centres for definite hours on fixed days. 
These doctors will be assiNicd by para-medical 
staff at the rate of 20 such staff for 2 Anchals of 
20,000 people to be recruited from local matriculates 
and trained for 2 years in district hospitals. These 
para-medical workers, "Nandy* suggests, may be 
taught to give first-aid, inoculate against infectious 
disea.scs, eater medicine prescribed by doctors, con¬ 
duct normal deliveries, take antenatal and postnatal 
care and report on all serious cases to doctors. 

Khadcr’ suggests in her article in this issue that 
each medical college should be entrusted with the 
responsibility of health care for a particular segment 
of rural populat ion and the PHCs should be strength¬ 
ened by a n^t-work of peripheral health centres in 
the form of community or mini-hospitals oi' 22-25 
beds to be scattered all over the country-side and 
operated by Government agencies, wherever possible, 
or on contributions derived i'rom the community 

»SlNOH, KuUJir J- fnciiiitt M. A . 70:2'10 1978. 
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itself. Gulia* on the other hand recommends in 
his article the expansion of the PHC in each rural 
Block to at least a 30-bed hospital fully equipped 
to render medical aid and undertake effective 
public health measures. He wants posting of 6 
full-time qualified doctors to each upgraded PHC, 
which should have well furnished accommodation , 
for consultants, specialists, their fully trained assis¬ 
tants and a few medical students of the neighbouring 
medical college. Besides suitable augmentation of 
every PHC with medical and para-medical staff, 
drugs, medical instruments and appliances on the 
standard of a medical college, Guha wants each 
PHC to be assisted by a net-work of 6 to 8 expanded 
SHCs having at least 10 beds each and requisite 
doctors and staff to cater to the health needs of 
75,000 to 1,50,000 of rural people. 

Without assessing the merits or demerits of all 
these alternative approaches it can be safely said 
that in the existing social and economic set-up of 
our country the reality should never be lost sight 
of. Right or wrong the PHCs have come to stay as 
focal points from which the health efforts of the 
Government radiate to the rural areas. In the absence 
of a viable alternative the primary attention of our 
health planners has to be directed to the augmenting 
of the status, .staff' and financial allocation for the 
PHCs. This is to be done, of course, after a proper 
survey of the needs of the population in the areas 
served by the PHCs. 'I'herc is also no dispute about 
the need for providing specialist services in these 
rural centres. Such a system is already in vogue in 
the State of Maharashtra, but it is reported that the 
local bodies and subcentres are experiencing diffi¬ 
culties there in making arrangement for transport 
of the specialist doctors from city to the niral areas 
and back and arranging for regular payment of T.A. 
to doctors who volunteer to reach the areas on their 
own. If the respective State Governments can make 
suitable arrangements to obviate these difficulties 
specialist services can be extended to the PHCs and 
subcentres and the standard of rural health care 
can be brought on par with that available in the 
cities. As regards the Multipurpose Health Workers 
or the Community Health Workers much of the 
apprehension of the doctors and the rural people 
can be removed if these workers are trained and 
deployed only for looking after thepreventive aspects. 

it is obvious that the solution of the medical aid 
problem in rural areas docs not lie in mobilising the 
health workers alone. Medical care cannot be 
scientifically catered to the rural people without the 
assistance of qualified doctors and even accepting 
the handicap due to the urban bias created in many 
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of our doctors by the present system of medical 
education, we think there is no real dearth of 
qualified medical men. Unemployment amongst 
medical graduates has been reported in several 
States in India and the number of applicants for 
posts of doctors advertised by some State Govern¬ 
ments is often reported to be 3 to 4 limes of the 
declared vacancies. With the fresh addition of 
12,000 medical graduates every year to the pool of 
qualified doctors, there is absolutely no justification 
to re-start the licentiate course in medicine to meet 
the shortage of qualified doctors for the rural 
areas. Moreover there is no guarantee that those 
licentiates will settle down in the rural areas instead 
of in the towns and continue to serve the rural 
population for all time to come. Time and again 
the IMA has insisted on the Government that a 
survey should be undertaken by all Slate Govern¬ 
ments to determine the rural people’s need of health 
care and the deficiencies existing in various areas. 
If sudi a district-wise survey of qualified medical 
manpTwer (including the practitioners of indigen¬ 
ous systems) could be conducted it would be easier 
for the Government to have a clear idea of the 
maldistribution of qualified doctors in the country 
and it would not be difficult to fill in the gaps. 

The Union Health Ministry proposed in its draft 
National Plan for Health Care Services in the Riual 
Areas that students graduating/qualifying in the 
field of various systems of medicine should serve in 
the rural areas for a period of 2 years. This would 
serve, according to the Plan, a number of purposes, 
namely, increase employment opportunities for such 
graduates, provide health care to the rural population 
by qualified medical practitioners and bring about 
a revolution in the social consciousness of the medi¬ 
cal graduates by making them aware of the health 
needs of the community. The following specific 
proposals have been made in the draft Plan in 
respect of graduates in modern scientific medicine: 
(1) to extend the period of temporary registration, 
which is now one year, to 3 years before such 
graduates become eligible to get registration and 
make it a pre-condition that they must work in 
rural areas on specific jobs to be offered to them 
by the Government; (2) to restrict admission to 
postgraduate studies only to such graduates as have 
served in the rural areas for 2 years; (3) to create 
suitable incentives and disincentives for medical 
^aduates to ensure the availability of their service 
in rural areas*. The scheme also holds out the 
assurance that these medical graduates will be free 
at the end of 2 years of such rural service to do 
postgraduation, join regular Government service, 
set-up private practice, etc. The Union Health 
Ministry is optimistic that this 2-year rotation 


would make 30,000 to 32,000 doctors available in 
the rural areas. 

It has to be admitted however that in the present 
stage of development of our country in spite of the 
large number of rural health centres established 
during the last 3 decades and the provision for 
inducing doctors to serve in rural areas, there will 
still be many backward regions or even undeveloped 
areas of a district where it is next to impossible to 
cater health care and medical aid from static health 
units like PHCs or SHCs. The rural population in 
such areas can only be covered by well-planned 
mobile medical service. 

About the restructuring of the medical colleges 
and ho.spital services or the optimum utilisation of 
the capacities of the PHCs and SHCs, and the 
construction of newer kinds of peripheral hospitals, 
it would be unwise for a country with constraints of 
resources for various developmental activities to 
experiment at this stage with proposals involving 
large-scale financial involvement. Medical profession, 
health planners, medical educationists and public 
health experts should put their heads together before 
formulating a full-fledged policy on this issue. There 
should be long-term and short-term time-bound 
programmes for reaching health care to the door 
steps of every rural household. If necessary, the old 
ideas, altitudes, patterns of administration and 
working habits will have to be drastically changed 
and the desired social motivation and idealism for 
serving the rural and backward people will have to 
be inculcated firmly in our medical students . 

Whether placement of doctors should be made 
on voluntary or compulsory basis is a matter on 
which the country may afford time to arrive at a 
final decision but there can be no two opinions as 
to the urgency of ensuring potable water supply in 
rural areas and building up a mass movement for 
educating the rural population in public health and 
hygiene. The rural Branches of IMA functioning 
in different States have been trying to build up a 
health consciousness among the rural people through 
community health projects started by them on their 
own resources. I'hc IMA’s scheme for re-organisa¬ 
tion of national health services is already before 
the country. It has been drawn with an eye to the 
economic condition of the country and can be 
implemented in phases. Because of its great patriotic 
past and tradition of service to the people the IMA 
has a moral right to claim that its considered 
views on rural health care as outlined in the above 
scheme should be examined, duly assessed and 
incorporated in the proposed National Plan for 
Health Care Service in the Rural Areas. 

B. Ray Chaudhuri 
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Improved Health Coverage 

RobAYB, J. C- (Bull. Pan Amer. Health Organ ., 11; 195,1977) 
writes; 

Ideally, a health system should provide complete coverage- 
That is, it should give the public access to virtually all kinds of 
healthcare as needed. 

The terra “primary health care” refers to all care provided 
at the primary level of the institutional health system, and also 
to care provided through local community activities outside 
the institutional system. 

In proraotingthedrivefor broader coverage, aconcertedelTorl 
isnecdedtolink“informar’communityworkersproviding prima¬ 
ry care with the primary care level of the institutional system. 

In addition, experience has jhown titat substantially and 
permanently improved health conditions depend on more 
than just health care programmes with active community par¬ 
ticipation; they depend on a combination of these progra¬ 
mmes and sustained economic development. 

One strategy, called the “primary care approach," is now 
being given priority attention by the Governments of the 
Americas. This strategy seeks to promote the forcmsntioncd 
Hole between the formal Iteallh services and informal com¬ 
munity health activities, 'flic ultimate aim is to generate a 
synergistic pattern of activity that can significantly improve 
the overall condition of community life. 

Combating Nfolnulrition in Rural Comnuinily 

GopAian, C. Hind. 21; 288,1977) writes: 

Malnutrition problem in India is not as unsurmountabic 
as it is ^nerally believed. It can be solved through judicious 
use of inexpensive local foods. Wliat wc need is an intensive 
health education programme; of which nutrition education 
would be a part. It would help people in rural areas to prepare 
nutritious recipes based on locally available foods for feeding 
tlieir children. 

Blueprint for Health for All 

Mahlbr.H. (iV.H.O. Chrtm., 31:491, 1977) writes; 

Each society must determine what is essential, in keeping 
with its social expectations and economic capacity. 1 would 
hazard as minimum indicators of achievement an infant morta¬ 
lity rate of less than -50 per thousand live births and a life ex¬ 
pectancy at birth of more than 60 years. 

1 su^test that they include adequate food and housing, 
with protection of houses against insects and rodents; water 
adequate to permit cleanliness and safe drinking; suitable 
waste disposal; .services for the provision of ante-natal, natal 
and post-natal core, including family planning; infant and 
childhood care, including nutritional .support; immunisation 
ogainsi the major infectious diseases of childhood; prevention 
and control of locally endemic diseases; elementary care of all 
. ogegroupsforiniuryand diseases; and easy acces-sto sound and 
; uiefl]l information on prevailing health problems. 

I' We must learn to live with fewer drugs if we ar; to master 
(|the health situation- 

‘ As luiother aspect of WHO's cont ribution to health develop- 
fanent in countries, we are abmit to introduce a new system 
Ijpf programme budgeting and management of WHO’s re- 
^fooims at the country level. 
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Health Programme in the Rural Set-up 

B. C. GHOSAL* 

The problems of health care of a nation are complex and 
their solution depends on their proper assessment. India is 
essentially a rural country with 80 per cent people living in 
about 600 thousand villages characterised by an unsatisfactory 
condition of sanitation, a stagnant economy and a poor educa¬ 
tional standard. The high toll of death and incidence of ill- 
IrcaUhare mostly preventable. The diseases are caused by three 
main crucial factors, viz., general malnutrition, insanitary 
surroundings and ignorance- 

BiIORE CoMMITTEti 

Before Independence tire limited health services available 
in the country were scattered in towns and cities and a small 
number of ill-equipped dispensaries in rural areas, located 
at long distances. The Health Suivcy and Development Com¬ 
mittee (1946), popularly known as Bhorc Committee, gave 
shape to the organisation of health services for rural areas. 
The Committee found lliat the level of health in the country 
was very low; the death rate was 21.8 per 1000 and infant 
mortality rate was 183 per 1000 of life births while expectation 
of life at birth was 27. Maternal mortality rate was calculated 
somewhere at 20 per 1000 of live births- Cholera, smallpox, 
plague and fevers together accounted for almost the total 
mortality. The largest single cause of death under fevers was 
undoubtedly malaria- The C'ommiltec considered that two 
thirds of the mortalities in the country were preventable and 
therefore should be prevented. 

The Committee recoinnicndctl two types of primary units 
for rural population, one was a long-term measure aimed at 
Iiaving a unit to serve a population of 10,000 to 20,000 and 
the other a short-term programme to be implemented imme¬ 
diately. It was also suggested for the short-term programme 
tliat there should be a 30-bcd hospital to serve 4 primary health 
units. These primary health units were linked up to secondary 
units, which should start with a 200-bcd hospital with provi¬ 
sion for raising the bed strength to 500 for referral services 
and supervision and guidance. In long-term programme, it 
was suggested llial the district headquarters should have a 
hospital with 2500 beds. It was also felt that the most effective 
way in which health and family welfare services could be made 
available to the rural areas was tlirough Primary Health Centres 
and the subcenircs. From these centres, heatih education 
services and amenities could radiate to the rural areas- 

Achievements—Pdnomng the recommendations of the 
Bhorc Committee Primary Health Centres and subcentres 
have formed an integral part of the Cormnunity Development 
Programme since 1952. Each PHC with about 8-10 sub- 
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centres covers a population of about 1,00,000. It provides b 
package of integrated health care both preventive and curative, 
family welfare planning, maternity and child health, school 
h»lth and nutrition education. It is also responsible for health 
education and collection of basic health statistics. 

In a concerted drive to extend health care to the rural popu¬ 
lation as many as 5,372 PHCs and about 38,000 subcentres 
have been set up in the country since Independence serving the 
rural population of about 500 millions in 5247 Community 
Development Blocks. 

The first three Five-Year Plans concentrated on creating 
the basic infra-structure for rendering more effective health 
services. At the end of the Fourth Plan, an effective base for 
rural hjalth care has been created through strengthening of the 
PHCs. 

Family Welparb As Integral Part of Health 

Family Welfare Programme is t he integral part of the develop¬ 
ment plan as a whole. In the Five-Year Plans emphasis has 
been laid on population control. The clinical approach has 
been changed and with this change, the ‘small family’ message 
and family planning services arc taken to the homes of the 
peoplc-.The object of the Family Welfare Programme isto bring 
about reduction in the birth rate, i.c., 25 per 1000 by the end of 
the Fi^ h Plan. Eligible couples are free to choose any of the 
scientifieally approved methods of contraception, which include 
the loop, sterilisation of males and females and conventional 
contraceptives. 

Many significant things happened during the Fourth Plan 
and in the three years preceding it. The programme of family 
welfare was consolidated. It expanded further. It became goal 
or target oriented. There was greater emphasis on integration 
of health and family planning and MCH services and popula¬ 
tion education Was introduced for the first time in some schools 
and colleges. 

Strategy of Fifth Plan 

With the initiation of a long-term national health strategy 
in the Fifth Plan, the movement has been given a thrust on i) 
increasing the acce,ssibility to medical facilities in rural areas; 
ii) raising the number of PHCs at the rate of one PHC per 
Block and one subcentre for 10,000 population; iii) intensifica¬ 
tion of efforts to control and, if possible, to eradicate the major 
diseases; iv) promotion of preventive medicine through im¬ 
proved environmental sanitation, proper disposal of human 
wastes, water supply and immunisation and v) nutrition and 
health education. The placement of the full complement of 
medical and para-medical personnel at all PHCs and correc¬ 
tion in the shortest possible time of the existing rural-urban 
imbalances are also part of this strategy. 

The Fifth Plan is a land-mark in the growth of the Family 
Wcl&ire Programme. It has, on the one hand, found greater 
integration with the general health,nutrition,and MCH schemes 
and has on the other become a vital part of the total process 
of socio-economic change which India is going through, parti¬ 
cularly since the launcMng of the national population policy 
in April 1976. The Family Welfare Programme is playing a 
substantial part of its own strength and speed in the oVeraU 
development of health services in the country. 

Minimum Needs Health Programme 

Under the Minium Needs Health Programme a large outlay 


has been made in the Fifth Five-Year Plan for providing the 
basics minimum health needs to rural India. The approadi 
to the Fifth Five-Year Plan doraiment states that the availabi¬ 
lity of health facilities in rural areas continue to be lop-sided 
and the present standard of 1 PHC for a Block population of 
80,000 to 100,000 with 8-10 subcentres, which serve a popula¬ 
tion of 10,000 each, may be accepted as the minimum norm / 
for the Fifth Plan. The main thrust is directed at making up 
deficiencies in buildings, staff, equipment, drugs, etc., in a 
co-ordinated way (at the PHC and subcentres). It further states 
that emphasis in rural health will have to be put on preventive 
medicine,family welfare, nutritioneducation,coDtrol of morbj- 
dity with adequate arrangements for referring serious cases 
to an appropriate high echelon such as upgraded PHC, i.e., 
30-bed rural hospital/ra/ak/district hospitals. 

The three-tier scheme announced by the Union Health 
Ministry for re-organisation of the health services makes a 
distinctive departure fromthe direction in whicn health facilities 
have developed for about 30 years. The new scheme envisages 
the creation of a tier of village health workers, drawn from 
local villages and trained in basic health practices. They will 
be supported by a network of PHCs with basic medicare and 
diagnostic facilities for special care. The plan is to draw out 
doctors, even of the level of professors and associate professors 
from their ivory towers into the practical field where they will 
meet the rustic village patient seeking medical attention. 

Unlike as in the past, when the patient was taken to the 
doctor, it is the doctor who will now seek the patients, parti¬ 
cularly in the rural areas which have been neglected all these 
years. The three-tier health service plan is a scheme to involve 
all tlie medical colleges in the “delivery of health services in all 
the villages”. It is proposed to attach initially 2 or 3 PHCs to 
each medical colleges so that theundeigraduatcmedicalstudents 
are fully exposed to the village community and they gain per¬ 
sonal knowledge of the morbidity of diseases afllicting it. At 
the same time, it will ensure that the entire rural population 
get to the best possible treatment from specialists. The 
scheme includes neighbourhood dispensaries and PHCs at 
the lowest village and Block level, service hospital like sub- 
divisional and district hospitals at the middle level and specialist 
institutions, teaching hospitals and regional hospitals at the 
final referral stage. 

Multipurpose Health Workers’ Scheme 

The integrated approach for the delivery of a package of 
health, family welfare, MCH and nutrition services to the 
community has been accepted in the Fifth Five-Year Plan 
for which multipurpose workers would be needed. It has been 
decided to introduce multipurpose approach on the phased 
programme throughout the country in the Fifth Five-Year 
Plan period. The adoption of multipuipose approach has 
added a new dimension to the training programme hitherto 
conducted separately for family planning personnel and workers 
engaged in various other health programmes. 

Under this scheme a comprehensive health and family 
welfare care will be provided through a team of two workers 
(one male and one female) at the subcentre level. It is now. 
envisaged that by the end of the Sixth Plan there would be one 
suboentre for every 5000 population with a team of one female 
and one male worker. However, taking into consideration the 
existing 1 male worker and 1 female worker and the workers 
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that willbs available by th: end of the Fifth Plan, it is envisaged, 
that there will be one female worker for every 8,000 population. 
Inadditioato their duties of providing health and family welfare 
and nutrition education, these workers will also be responsible 
for providing Qrsl-aid and treatment for minor ailments- 
There will also be a team of one male supervisor and one 
(smale health supervisor to supervise the male and female 
health wm'kers under the scheme. All these supervisory per¬ 
sonnel will b: designated as Health Assistants who will play 
their role of assisting the doctor- They will also be trained and 
equipped to give specific remedies for simple day-to-day illness 
but at a high level of competence. They will carry a medical 
kit for the curative services that they will perform- While the 
Health Assistants will have a supervisory role, they arc also 
eicpscted to function as health workers in their own area carry¬ 
ing ont the same duties and responsibilities but ai a higher level 
of todmical competence. They will be specially responsible for 
the promotive and preventive liealth measures and all tlic 
national health programmes. The female Health Assistant will 
particular care of the children and expectant and lactating 
mothers. 

The first assistance that any community needs in the form 
of health services lias to be provided in the community it.self. 

' It is asccssary to provide these services by trained personnel in 
public health. .Some other services may be provided by fully 
trained professionals, who arc self-employed. It is, however, 
acronoous to assume tliat these services should be provided 
only by these few categories or professional staff. At the coni- 
'mnnity level, what are needed most is not so much the profes¬ 
sional experts as nearness to the (immunity, its confidence, 
rapport with the people, willingness to assist, low cost and 
capacity to spare the needed lime- It is, therefore, necessary 
that some of these services should be provided by the people 
in the family itself and also by the part-time trained para- 
professioual persons who operate on a self-employment basis. 
Various steps will have to be taken to organise the large 
nurabor of para-profcs.sionais, who will be needed in every 
community to provide treatment of simple day-to-day health 
and medical services. The apt i tude of such work is development 
within the family itself through participation in the provision 
of such services or the attending of sick persons. 

Community Hualth Workers’ Sent me 

The emphasis on the creation of a large number of scnii- 
profcssionals and part-time health workers in the cominuniiy 
itself will bridge the gap between the subcenlre and the com¬ 
munity. The Government of India in consultation with the 
State Governments formulated a scheme, which seeks to organise 
para-professionals trained from the community and working on 
o part-time self-employment basis to supplement tlic efforts of 
the multipurpose workers with the object of involving the 
community in its health care- 
The scheme envisages to select and train men and women 
bdQW the age of 30 years and be able to absorb the elements of 
hitman science. The person selected should be functionally lite- 
mtc.beableto road and write fluently. It would be preferable it' 
hc/sho has a formal education of at least up to X standard. They 
will be selected by the community. They will be provided with 
j^aiBdiclnal wts. These medicines will be from the formulary of all 
ajistems and relatable to simple remedies for emnmon ailments 
[ ibocurrlng in the viteges. Particular attention will be paid in the 


training towards infhnt and child care. The Community Health 
Workers, as they will be called, will advise expectant mothers 
for immunisation against tetanus, etc. The community will be 
responsible for their working within normal bounds. 

The Community Health Workers’ Scheme is a compromise 
between the health needs of the rural population of our country 
and the resources as available to meet them- In reality it com¬ 
bines the good features of modern system of medicine with the 
system of providing minimum of health services through part- 
time persons drawn from the community itself, who work on 
self-employment basis. 

As a result of this scheme, i i is expected that the villagers will 
be able to get some type of curative health services at their 
door-step by their own community members who are well 
trained to provide them these services. This will not only save 
the villagers from the inconveniences which they have to face 
in going to PMCs but w/ll also help the health personnel in 
devoting their time in other aspect of health progranuncs. 

It may be indicated that the introduction of the Community 
Health Workers in rural areas is not expected to replace the 
existing and proposed systems of the delivery of health services 
to thcrural population- These workers, on the other hand, arc 
expected to supplement the activities of the health workers in 
a way that they will create an agency which is close to the people 
and would create a pattern of medical .md health services (hat 
is qualitatively better and is within the financial resources of the 
country to be available in the near future. 

2 

Rural Health Caret 

(MRS.) NILOUFER KHADER* 

The problem of rural health care in India is both colossal 
and urgent. Even after thirty years of Independence, we have 
not made up our minds regarding the type of health care needed 
for the teeming millions of rural India or the means of imple¬ 
menting this health care. 

The current snags in providing medical relief to the rural 
masses are well known. About 80 per cent of the total popula¬ 
tion live in rural areas, yet tus only 20 per ecnt of hospital 
beds and an equal percentage of doctors to serve them- It is 
unrealistic to expect tliat the distribution of doctors will be 
strictly proportionate to the distribution of the population but 
there can be no doub that there is gross imbalance in the 
existing pattern. 

experiments in other countries: 

Some countries have adopted measures for extending health 
care to the rural people through utilisation of the qualified, 
trained para-medical personnel while others with a very high 
standard of living are experimenting with the concept of using 
non-physicians to provide primary health service, like the 
“Nurse Practitioners’ Scheme” introduced in some cities of 
Canada, or the scheme for using medical students in clinical 
capacity as in some hospi lals of Latin America. A quite different, 
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but reported to be bigMy successful, experiment is being carried 
out in China by using a large number of para-medical personnel 
popularly known as “Barefooted doctors" for the purposes 
of reaching elementary medical care and family planning 
services to the entire rural population. Other Asian countries 
are yet to decide whether they would follow in the foot-steps 
of the advanced countries of the West or evolve a structure 
of health services suited to both their actual needs and their 
overall resources. 

BASIC DIFBICULTIES FACED IN INDIA: 

The question is often raised why our various health schemes 
have failed so far to make an adequate impact on the rural 
masses in India. The reasons are not far to seek and broadly 
they are as follows: 

1. Poverty, ill-health, squalor, lack of minimum basic ameni¬ 
ties of life, illiteracy, unemployment and exploitation which 
are the legacies of centuries of colonial rule coupled with a 
steady rise in population as a result of 25 million births per 
year, have made promotion of health care a formidable task 
in our country as it has been the case in most of our Asian 
neighbours. 

'2. The type of medical education that is being imparted is 
a’so to blame. It is unfortunate that even after three decades of 
Independence we seem to be more, and not less, dependent on 
Western models. Western-style curative medicine still operates 
from large city-based hospitals. It is well known that sophisti¬ 
cated hospital-based programmes consume a disproportionate 
share of the health budget leaving Very little resources for the 
rural areas where the great killers are still the malnutrition, 
waterborne and allied diseases. It is clear tliat hospital-based 
curative medicine alone can not cope with problems of such 
dimension and that a preventive approach with a strong public 
health bias is essential for meeting the challenge. 

3. In the field of health, it is pity that so little provision had 
been made in the earlier Plans—only 2.7 per cent of the total 
outlay. There is no hope for an increase in the provision in the 
current Plan. The Indian Medical Association has been suggest¬ 
ing to the Government to raise the outlay on Health to at least 
10 per cent if not 13 per cent in order to effectively cope with 
the dual problems of health and medical care. 

4. Till today the country has no confirmed national health 
policy. Quite a number of high-powered committees has been 
set up periodically to go in to this problem, only to be super¬ 
seded by fresh ones. 

The suggestions made by these committees are lost for ever 
in a mess of paper work due mostly to interferences and inter¬ 
ruptions by politicians who are least acquainted with the actual 
problems of rural health care. 

OBIECTIVES OF RURAL HEALTH CAREt 

The chief objecives of an ideal rural health care programme 
should be: I. ComprehensiVb care. 2- Continuous care- 3. Co¬ 
operative efforts. 4. Community-based approach- 5. Equality 
of service. 6. Easy accessibility and availability and 7. Strength¬ 
ening of the rural infra-structure. 

Coit^rehensive care—lt should incorporate oc the one hand, 
preventive measures like the provision of clean drinking water 
and nutritious food for the rural people, maternity and cluld 
welbce services, family welfare advice and immunisation 
procedures, and on the other proper diagnostic and curative 
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facilities through properly trained medical and para-medical ‘ 
personnel and well equipped hospitals. The medical care should \ 
be made comprehensive by a good referral system and liaison 
with a hospital. 

Continuous care—Thus services should be continuous on a 
permanent basis and not on the concept of mobility, sporadic ' 
visits, camps or drives. 

Co-operative efforts—The project should reflect co-operative 
efforts in that it is a programme organised by the community . 
itself in which doctors and their auxiliaries provide technical : 
help. The concept of harnessing the co-operation of the rural 
people is very important. 

Community-based approacls-Tht fact that a considerable : 
amount of medical and health care can be rendered throu^ 
para-medical workers drawn from the community itself with 
the medical ofiicer as the leader of the team is a valuable lesson.' 
The need, therefore, is to select a team of dedicated and sincere 
medical auxiliaries from the community itself. 

Equality of services—The discrimination in medical aid at 
available to the urban people and that catered to their niml 
counterparts should be abolished. It may be recalled that 
during its meeting at Tokyo, The World Medical Associatien 
emphasised that rural people should be treated on the same 
footing as their urban counterparts in the matter of average 
medical care- The Indian Medical Association endorsed this' 
stand and for this reason it has opposed the enlistment of 
‘quacks' or unqualified persons practising medicine in any 
capacity other than that of a trained para-medical assistant 
in the national health service- 

Availability and accessibility—It is a myth that rural people 
do not prefer modern medical systems. It is because of the 
nonavailability and inaccessibility, or in other words the pro¬ 
hibitive cost of modern medicines that they turn to the other 
cheaper and more readily available indigenous medicines. 
Moreover the middle-aged poor worker is so concerned with the 
earning of his daily bread that he has neither time to rest as a 
patient or the money to spend on costly therapy. When the 
community receives proper health education, is aware of the 
availability of medical care and is motivated to accept the 
services, the demand will naturally increase and cover a large 
number of prophylatic and immunisation procedures and also 
early diagnosis of common ailments such as parasiticinfections, 
malnutrition and diseases like tuberculosis and leprosy. 

Strengthening of rural infra-structure—The mral health care 
concept should stress the importance of strengthening the 
rural infra.4tructure throughout the country. The infra-struc¬ 
ture, if stenglhened, will be able to undertake day-to-day 
activities in the field of curative or preventive medicine under 
the direction of higher policy-making bodies with allowance, 
of course, for a varying degree of autonomy at the local level. 

planning of rural health care: 

There is a wide area of agreement among the medical person¬ 
nel, politicians and the lay public on the necessity of rural 
health care. The controversy is about the efiicacy of the health 
plans or the national health policy so far pursued. A review 
of the programme for rural health care since Independence 
win help us to understand where the snags lie. 

Development of PHCs and gufieeiares—XJndei the Com¬ 
munity Development Programme, which began in 1952, Dr. 
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Raj Kutnari Amrit Kaur, the first Health Minister of Inde¬ 
pendent India, designed an integrated rural health programme 
under which 5372 Primary Health Centres were formed with 
subMntrcs 4 times of this number, so that one PHC supported 
by 4 subcentres were set up in each C. D. Block covering about 
60,000 to 80,000 people. Each centre was manned by two 
graduate doctors, one for duty at the centre and the other for 
peripheral services through the subcentres, who were to be 
assisted by a lady health visitor and a sanitary inspector. The 
subcentres were to be manned each by a compounder and a 
fully trained midwife. The programme derived its origin from 
the Bhore Committee Report, which envisaged that after the 
first phase was completed, a second and a more intensive 
phase would begin when each of the 4 subcentres in the Block 
were to be upgraded to a PHC supported by a new set of 4 
subcentres attached to each of the newly constructed PHC. 
The original PHC at the Block would then be converted into a 
secondaryreferral centre equipped with specialists more or less 
on the model of district headquarters hospital. The keenness 
shown by the rural people throughout the country was a 
guarantae that they would contribute equally generously to the 
cost of lands and buildings for the second phase of the pro¬ 
gramme of expansion. All that the people expected from the 
Oovernment was staff, equipment and medicines. 

Scheme not carried out in /u//~Had this scheme, which 
began in 1952 and virtually ended in 1966, been carried out to 
its logical conclusion, it would have ensured a reasonably 
adequate coverage of public health care for the rural people, 
assuring the services of at least one trained doctor for every 
10,000 rural population as against one doctor for every 2,500 
urban population. There is no use. however apportioning the 
blame for non-implementation of this health scheme and 
(hilure to achieve the targets sihee that discussion would lead 
to political analysis of the policies and programmes of the 
previous Union Governments. 

Ah alternative i^praach—From an objective re-appraisal 
of the existing rural health structure with the PHC complex 
ai the pivot this author ventures to suggest that the pHCs 
ahould be made use of to cater for every 25,000 -30,000 rural 
population- These centres should be manned by three graduate 
doctors out of which one should be a lady doctor. The existing 
pHCs at the Block level could then be converted into a fully 
equipped hospital with increased bed strength which should be 
able to tackle all kinds of medical, surgical and obstetrical 
emergencici. These hospitals should be preferably manned by 
doctors with postgraduate qualifications or doctors with more 
than five years’ experience. Since 40 per cent of the population 
is below 14 years of age, it is essential that each Block hospital 
should be'served by a paediatrician. These hospitals should be 
provided with all the facilities available at the district head¬ 
quarters level such as facilities for carrying out biochemical 
and clinical investigations and provision for carrying out 
community research surveys, which should form an integral 
part of rural health care. From such hospitals, it will be possible 
to carryout periodic mass campaigns such as antituberculosis, 

' antileprosy drvies, etc., nutrition surveys and various immuni. 

. aation procedures from time to time. The proposal for making 
; a medical college responsible for a particular segment of rural 
po|»lation and inter-linUng of entire health Complex based 
on PHCs should alsobc implemented without delay to instil a 
confidence of rural pojhilation in this rural health programme. 


Peripheral health centres or conmunitylmini hospitals— 
These PHCs should be strengthened by a network of peripheral 
health centres in the form of community hospitals or mini- 
hospitals to be scattered all over the countryside. Each such 
hospital could have 20 to 25 bed strength and be fully equipped 
and staffed to carry out routine preventive and curative medical 
care. Such hospitals could be operated by the Government 
agencies wherever possible or by the voluntary agencies with 
contributions raised from the community itself. An excellent 
example of the latter type is the chain of 8 rural mini health 
centres, covering an entire Fanchayai Block and 2 urban centres 
in slum areas, run by the Voluntary Health Services in Madras 
under the “Mini Health Centre Programme”. The Government 
can also give incentives and other cncourmeniagc to doctors 
to form small groups to run these hospitals on co-operative 
basis. Local health councils could be organised with icptc- 
sentatives of the local people to help in the management of 
these hospitals. The nationalised banks. LlC, and Government 
itself can sanction sufficient finances as outright grants and 
give interest-free long-term loans. The liaison with a referral 
hospital within a reasonable distance, say 12-15 miles, is ex¬ 
tremely important. 

PACTORS FOR EFFECTIVE RURAL HEALTH CARE; 

A rural health care scheme cannot be made effective without 
taking the following factors into consideration: 

1. Provision of basic amenities of life for the rural population — 
As has been mentioned earlier, most of the diseases in rural 
areas are due to insanitary conditions, lack of health educatioii 
and ignorance. By providing clean drinking water, good 
sanitary conditions along with health education regarding 
personal cleanliness and hygiene, nutrition and dietetics based 
on food materials available locally, the standard of health in 
a rural area can be uplifted to a great extent. 

2. Training of medical personnel—TYs Srivaslava Committee 
has suggested an expeditious review of the existing medicare 
system in the country for evolving a strategy more suitable to 
Indian conditions, limitations and potentialities. Unfortunately 
as we are not clear about our own health problems, much 
less about the ideal organisation to deal with them, there is 
little surprise that our medical education still fulfils the re¬ 
quirements of the UK as in the beginning of the century rather 
than our own requirements in 1977. The whole problem should 
be tackled at the education level beginning with the selection 
of students. Students with a rural background should be 
selected and given encouragement to go and settle down in 
the rural areas. They should not only be taught the various 
aspects of promotive and preventive medicine but should also 
be persuaded to go to the peripheral areas to know the rural 
environment. As a remedial measure provision of compulsory 
in-service training for medical students in the final year of 
their study, as also rural internship for postgraduates is sugges¬ 
ted- 

Out prime need is of the basic doctorforcommunilymedi- 
cbienither than specialists- Specialisation must not be allowed 
to pre-empt other priority needs. The early y^s of traming 
of our medical students must lay emphasis on community 



care rather than hospital care in order to inculcate the right 
attitude among them. 

3. Training of para-medical personnel—In this context, as 
envisaged by the Srivastava Committee report, the great need 
of the hour is for auxiliary health personnel or para-medical 
Workers to tap the fullest potential of tne infra-structure for 
health already laid in the country. There can be no two opinions 
about the fact that every doctor will require the help of at 
least a dozen, if not more, para-medical workers. This cadre of 
m»lical and health assistants would serve as a link between 
the field-level workers in the conununity and the doctors in 
the PHCs. Proper attention must be given to the selection and 
training of these para-medical auxiliaries. They would be in¬ 
volving themselves clfcctivcly in preventive and promotive 
health activities, family planning, maternity and child welfare 
programmes, immunisation procedures, field survey and 
collection of statistical data, besides performing simple curative 
functions wherever possible and accessary. 

4. E<cpenditiire ami ouilay~-\s has been mentioned earlier, 
thp total outlay of 2.7 percent for Health is too inadequate 
and should be increased to at least 10 per cent of the total 
r 'tlay. The outlay for each PHC was Rs. 3,000/- and this 
amount has been increased to Rs. 12,000/- per annum for the 
past 2 years. Unless this amount is doubled at least, no health 
care of any importance can be rendered to the rural folk. It may 
be pointed out for the sake of rendering improved rural health 
care that the system of giving free medical care to all has to be 
changed. When most of the affluent Western countries find it 
impossible to run charitable hospitals, how can one expect 
a poor country like ours to do so? Let people pay according 
to their capacity; service “free of charge” will be given to 
those who cannot afibrd. Levy of a health cess could also be 
thought of. 

conclusion: 

Rural health care programme, to sum up, could be made 
effective in India by the creating of a private sector of co- 
munity health, financed and run by the community itself with a 
strong, independent medical profession and a public sector, for 
which the Government is responsible, taking care of hospital 
services, medical colleges and research institutions. The existing 
public institutions, from the large teaching hospitals down to 
the Block PHCs in rural areas and corporation or municipal 
dispensaries in urban areas should all be upgraded and should 
be thrown open to the referrals from the comnmnity-run Mini- 
Health Centres. Indeed, the entire activities, treatment 
facilities, teaching and research in the public sector institutions 
must have a scientific linking with the medical problems of that 
area, i.e., the private sector of community health. The mutual 
trust, understanding and co-operation needed for such close 
ties between the two sectors must be readily forthcoming in a 
self-governing democracy working on the concept of a welfare 
State. 

In conclusion, let us remind the makers of the nation's 
health policies that preventive care in rural areas and slums, 
which could effectively reduce the country’s morbidity and 
mortality figures, should gain precedence in budget allotments 
over sophisticated urban hospitals. 


3 

Rural Health Scheme 

P. K. GUHA* 

The Prime Minister, Chief Minister of States, as well as the 
leaders of all political parties appear to us tobe really anxious 
to implement a socialistic programme for the people. If so, 
there is no longer any pica for maintaining a double standard 
in planning for establishment of hospitals and Primary Health 
Centres (PHCs), including family welfare and maternity 
clinics, in the urban and rural areas of our country, more so 
because at least 75 per cent of the people live in the rural areas 
and about 90 per cent of them are poor. The public health 
and medical relief measures available now in the rural areas 
caimol, by any means, be expected to prevent and cute d iseases 
unless the pattern of planning for rural health for the next 
three Five-Year-Plan period is radically changed. Even the 
schemes of travelling hospitals and of pushing out raw young 
medical graduates to the so-called rural health centres will not 
be able to solve the fringe of this vast problem in the country¬ 
side. It must be realised by all concerned that, under the exist¬ 
ing circumstances, it is not practicable for the qualified doctors 
, to cater to the actual need of the neglected and poor people of 
the rural areas and hence the plea that qualified doctors refuse 
to serve at the rural health centres is not tenable. It wculd also 
be grossly unfair to think of opening 3-year medical schools 
or to appoint so called unqualified doctors for the poorer rural 
people, whose lives arc certainly not cheeper then those of 
their urban counterparts. 

It is, therefore, the sacred duty of the Government to expand 
the PHCs in each rural Block to at least 50-bed hospitals with 
x-ray and laboratory facilities and with requisite medical and 
ancillary staff for rendering medical aid and undertaking 
effective public health measures. This scheme should be imple¬ 
mented by the end of three Five-Year Plans with provision 
for further e7q)ansion during the next 15 years. At least six 
full-time qualified doctors must be attached to each upgraded 
PHC onadequate pay and substant tal rural and other allowances 
after imparting them sound training in teaching hospitals for 
at least two to three years. A well furnished guest house with 
accommodation for consultant-specliaists, their own {Idly 
trained assistants and a few medical students of the regional 
medical colleges should be constructed in addition to the staff 
quarters. All these quarters along with the hospital should be 
enclosed by a compound well with connecting pucca path-ways 
inside the PHC campus. Two ambulances, including on jeep- 
ambulance with two drivers and a mechanic-driver, should be 
provided at each such expanded PHC which must also be fully 
equipped vrith drugs and medical instruments and appliances 
on the standard of a medical college. Besides the required 
complement of nurses, pharmacists and other assistants, 6 
part-time local social workers, cooks and class IV staff, one 
electric mistry and two durwans have to be appointed for such 
centres, so that they together may satisfhctotily cany out 

•M.B., M.RC.S. (Eng.), D.O.M.S. (Lond.), F.S.M.F. 
(WB), Ex-Minister of State for Labour and Health, West 
Bengal; Ex-Hony. General Secretary, iMA (Hqrs.); Ex-Presi¬ 
dent, IMA Bengal Stale Branch; Ex-Hony. Editor, Journal of 
tl» IMA and ‘Your Health’, Calcutta 
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the work at the busy outdoor and indoor departments in addi¬ 
tion to the school health, family planning and other types of 
public health activities entrusted to a PHC 

To cater to the health need of 73,000 to 1,50,000 or more of 
rural people in each Block, a net-work of six to eight expanded 
subsidiary health centres (SHC's) with at least 10 beds and two 
qualified full-time doctors and one or two part-time local 
qualified doctors in each such centre would be necessary. 
Each SHC should be so planned that satisfactory dispensary, 
materni ty and family welfare services can be rendered from the 
centre and home visits can be arranged in a $y.stematjc way 
forimprovingthestandard ofhoalthand nutrition, particularly, 
of the poor children, ladies and the aged people- The Govern¬ 
ment, would, naturally, have to distribute nutritious food and 
necessary medicines to such persons under the guidance of the 
local Panchayet Committees and with tlic assistance of part- 
time locally recruited social Workers. If, such a rural health 
centre scheme can be adopted along with steps to establish 
smill-scateinduslriesandjoint co-operative agricultural soeie- 
tieswith provisionfur grantofGovernmentsubsidics,thcideas 
of the Government for improvement of rural health can be 
realised to some extent within fifteen years. Government should 
provide for one hospital bed for every SOO per.sons in rural 
. and urban areas within the next twenty-five to fifty years. 

The author thinks from his personal knowledge of the pro¬ 
blem of rural health and health administration in West Bengal 
that this State has the requisite infra-structure for introducing 
this scheme. If, however, the Slate Government approves this 
rural hsalth scheme, it would be essential to decentralise health 
administration so that the district hospitals may be fully equip¬ 
ped and their status raised to that of a fir-st class medical college 
hospital with 500 beds and comprehensive drug and equipment 
store for the whole district. Its staffing pattern will also liavc 
to bs modernised with additional specialists with fully qualified 
and trained assistants to visit l he rural health centres regularly 
' for a week or so every month as per requirement. A Deputy 
Director and two Assistant Directors of Health Services should 
be posted in each district with powers of the Director of Health 
SsrVicss, and the Hsalth Secretariat should be abolished to 
avoid delay in impiemsntation of their urgent welfare schemes- 
The Oovernmsnt should provide for an adequate number of 
staff cars and station wagons for the use of the specialists and 
their team of asislants from the district as well as from the 
regional medical college- The present system of allotting one 
motor vehicle to one Government officer should be abolished 
■ or at least minimised. 

After steps are taken to establish two more medical colleges 
during the next Five-Year Plan, one at Kalyani and anotlier 
' in a rural area of Midnaporc or elsewhere, all the nine medical 
colleges in West Bengal should be treated as regional medical 
colleges and at least 80 per cent of the seats in all medical 
! colleges situated outside Calcutta must be kept reserved 
' for the best eligible students of the specified regions consisting 
'of one or two neighbouring districts and preference should be 
; jtveu to the eligible meritorious students residing and studying 
! in rural areas. 

For improving the efficiency of the decentralised health 
{administration, separate autonomous technical and adminis- 
f-trative bot&ds should be appointed by the Slate Government 
I; to take charge of teaching or research medical institutions and 
' also the district health administration and these boards 
*■ consisting clucfly of senior technical and ot her qualified persons 


should have powers to buy medicines and appliances and 
appoint part-time consultants and medical and other personnel 
to fill up vacancies in addition to powers to appoint, transfer, 
suspend and dismiss all non-gazetted staff within their junsdic- 
tion. To implement such a scheme in a poor developing country, 
it would be wiser to approach the WHO, the UNICEF, and 
their agencies for financial aid, unless such assistance had 
already been offered. 

As a very large number of public health assistants and social 
Workers would be needed to work under the guidance of the 
qualifidd doctors, the local unqualified practitioners and un¬ 
employed and under-employed persons may be trained and 
appointed, mostly on part-time basis and on reasonable al¬ 
lowances with provident fund and gratuity facilities, so that the 
unemployment problem can be solved to a great extent. Persons 
working in rural areas should not be asked to retire before 
completion of 65 years. Doctors and other persons rc-appoin- 
ted after retirement should also be requested to serve in the 
rural areas, as far as praclicablc, in PHCs or SHC's chosen by 
them. 

4 

Outlines of a Community Oriented 
Medical College and Hospital 

KULDIP SINGH* 

The new medical colleges opened in our country after Inde¬ 
pendence have copied the pattern of the old medical colleges 
cstablisncd during the British era. Thus ttie pattern, adopted 
over a hundred years ago, lias virtually remained unchanged. 
The colleges and their attached hospitals were designed to 
provide medical and health care for the large urban areas and 
also to provide doctors for the army. Even in the UK the 
realisation has come that the medical care in such hospitals, 
whose standard is much better than that in the peripheral 
hospitals, is available only to a minority of the population. 
Moreover, there is no feed-back mechanism to link the periphery 
to tlicse central institutions and so they remain cut off from the 
changing needs of the community. In many ways the doctors 
and para-medical st.*!!!trained inthese institutions fail to meet 
the requirements of the majority of the population that they are 
expected to serve. To obviate these defects more and more 
peripheral hospitals are being altacned to t hese central hospitals 
in the UK with regular rotation of staff. Even the municipal 
and country health services in the UK have now been inte¬ 
grated with the hospitals and a single area medical authority 
is now responsible for the total health needs of a well defined 
segment of population. 

The aim of all these changes in the UK is to provide the 
same standard of health care to every one irrespective of their 
place of residence. It is reported from various sources that the 
same has been achieved in China in their own way. 

The doctors coming out of our medical colleges have found 
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favours in all countries of the West because their training has 
been on the same pattern suitable for catering to the needs of a 
developed society. Our doctors going abroad find it easier to 
Work for the Western community and find themselves lost 
when called upon to face the needs of the Indian community. 
This is one of the main reasons why self-educated medical 
practitioners, homoeopaths and ayurveds (all of whom in- 
cidently use modem drugs primarily) are found acceptable to 
our community even in large towns. No amount of monetary 
incentive will make our doctors work in the villages because 
they are incapable of orientating their knowledge to the local 
needs for which they have not been trained- The growing 
competition for postgraduate medical degiecs is also to enable 
the doctors to work in large institutions. 

A number of committees of the Government of India have 
been seized of this problem of providing some medical care 
tothe75to80percentofourpopulationresidinginthe villages. 
The Sirivastava Committee had suggested attaching of 2 
rural Blocks with each medical college. In spite of several 
directives and meetings on this issue nothing tangible has come 
up. It appears to be extremely difficult to change the well 
established traditions of the old medical colleges. In most of the 
medical colleges the doctors are allowed private practice and 
this fa. .or alone prevents any serious effort on the part of the 
senior doctors to involve themselves in any community based 
programme. 

One of the ways by which a worthwhile attempt can be made 
to cater to the needs of our community is by making the newly 
medical colleges opened during the last 5 years get together 
and set up new traditions of training doctors and para-medical 
staff. Each such institution has to become responsible for the 
total health needs of a population group with the ultimate aim 
of holding responsibility for two districts. The detailed planning 
of each institution requires an on-the-spot study. The basic 
features of such an institution may be outlined as follows: 

Hr^iTAL: 

(a) Instead of a large hospital of 300 to 1000 beds, the central 
hospital would be of 200 beds only; 100 beds could be centrally 
air conditioned and out of them 20 could be allotted for paying 
patients and 80 for seriously ill general patients. The remaining 
100 beds could again be divided in the following ratio: 20 
paying beds and 80 free beds for patients requiring specialised 
treatment at the central hospital. 

(b) There would be S to 6 peripheral hospitals having 50 to 
70 beds each. Each pripheral hospital would have its own 
laboratory, x-ray facilities, labour room mid operation theatre. 

(c) Each peripheral hospital would be attached to a number 
of rural subcentres or clinics and have its own transport faci¬ 
lities. 

(d) Patients transferred to the central hospital for specialised 
care and treatment would return to the peripheral hospitals as 
soon as they are able to do so. They would remain under 
treatment of the same team of doctors. 

(e) Every consultant (assistant professor and above) along 
with his team of junior doctors would have attachment to one 
or two peripheral hospitals on a permanent basis. 

(f) One of the Sfi-bed hospitals would be located in the town 
separately from the central hospital. All patients would be 
initially seen at their nearest clinic or peripheral or local hos¬ 
pital. Only complicated ca'ses requiring intensive medical and 


surgical care and special invratigations would be treated in the 
central hospital for the minimum period required. 

(g) Medical students, interns and residents would be tau^t 
and trained by well planned rotation between subcentres or 
clinics, peripheral and central hospitals. 

REST HOMES AND SARAIS; 

A visit to any medical college hospital shows a cluster of 
rehries, dhabas, etc., surrounding it. These shelters generally 
look after the needs of a large number of patients and the 
visiting relatives of patients admitted or waiting for admisuon. 
Hundreds of such patients sleep on the roadside under trees 
or in corridors and garages of the hospital or any nearby 
building. This is one of the reasons why poor patients and 
patients from remote villages come to the hospital as a last 
resort. They feel neglected when they arc not admitted to the 
hospital on the day of their arrival. In spite of ail explanations 
by the doctors, who are helpless to admit them, these people 
carry the impression that the hospitals are not meant for them. 
Many of them return to their homes as they do not like to 
spend days and nights in the town without any shelter. A visit 
to the wards of any big hospital on any day gives one an im¬ 
pression that about half of those, who have been admitted, 
could have easily been treated as outpatients. Patients coming 
from remote places have to be admitted for days and weeks 
for investigations and arc discharged only when they are fit 
to travel long distances. The utility of the large hospitals can 
be easily doubled if large sarais, rest homes and recoveiy 
homes arc built around each hospital. For a new hospital, 
large .sarais and rest homes may be quickly built opposite the 
future central and peripheral hospitals. The hospitals can be 
started in these buildings and shifted over as soon as the proper 
hospital building is ready in a year or two. The ultimate aim 
would be to provide roofed accommodation to every one 
needing hospital services. All patients and their relatives would 
be provided shelter at all limes of day and night in these sarais. 
Emergency departments of these hospitals would not only 
provide urgent treatment to all emergency patients but would 
attend to one and all. 

DEPARTMENT OF COMMUNnY MEDICINE AND FUBUC MEALtU: 

Once fully developed this department would be the biggest 
one inthe college and hospital, utilising about 30 to 40 per cent 
of the financial support. This department would be responsible 
for the following: 

(a)Teaching of hygiene, community medicine and publie 
health to the medical students, (b) Training of multipurpose 
health workers, (c) Training of first level health assistants who 
could be primary school teachers, paimris, and village post¬ 
master. (d) Sanitation and public health of the whole areas, 
(e) Smallpox, malaria, tuberculosis control and control of other 
preventable and infectious diseases, (f) Maternity and child 
welfare and immunisation programmes, (g) School health 
service, (h) Sports medicine, (i) Registration of births and 
deaths, (j) H^th education in educational institutions and 
factories, (k) Health surveys for finding out pattern of diseases 
and public health needs. (1) Preparation of a blueprint for 
converting the whole areas into a “habitat” area for integrated 
development. 

Presided over by a Professor of community medicine, the 
departnunt would be assisted actively by departments of 
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obitetrics and gynaecology, paediatrics, ophthalmology and 
psychiatry. The department would have its own band of social 
welfare oiheers to project and look after the needs of the 
cummunity. 

coixegb: 

The salient features of such a cominunity>orienled college 
Would be as follows: 

(a) It would be a purely residential college. 

(b) The pre-clinical depaitmcnts of the college and hostels 
would be in the same campus as the central hospital. 

(c) Daring the first month in the medical college, all students 
would be taught community medicine to make them fit as 
health assistants and to assist the work of multipurpose health 
workers. Daring Ih: first year all students would be posted to 
peripheral clinics and hospitals to stay and learn and work 
there for one week in every month. Thus they will learn about 
the health problems which they will be responsible for solving 
later on. 

(d) Daring the last 18 months of the clinical teaching for the 
M.B.B.S. degree, the students would stay in hostels attached 
to peripheral hospitals for 9 months. This is being followed 
in Sweden- Medical students there have to work in peripheral 
hospitals as tlieir regular teaching programme. 

(e) Clinical teaching would be decentralised to a great extent, 
e.g., one consultant would be rcsponsiblefor teaching must of 
his or her subject to the group of students attached to his or 
her unit. 

(0 Interns and resident doctors would be given rotatory 
work in the ntainand peripheral hospitals ina planned manner. 

PROVISIOM OF llOUSINU FOR THIi STAFF: 

Institutional housing would be provided to all members of 
staff. The houses would rouglily correspond to type 7 to 14 
of Chandigarh Government houses- No palatial house would 
be built. 

DOCTORS' emoluments: 

Doctors may be given salarie.s admissible to CHS doctors. 
Private practice would not be allowed. 

SPECUUST cake: 

It would be the ultimate aim of the institution to develop all 
specialities. Initially the institution would undertake to refer 
patients to specialised hospitals like P.G.l. for such of the 
services which are not available. Such patients would be 
received back and cared for locally for later management. 

EXPENDITURES AND FUNDS: 

The expenditure on peripheral clinics, health workers, 
psripheral hospitals and the department of conununity medi¬ 
cine may not be included in the total expenditure on this insti¬ 
tution when comparing its annual liability with the already 
established colleges. 

The establishment of an institution on these lines would 
attract the attention of Government of India and WHO and 
they should be able to get funds for this multipurpose com¬ 
munity medical college. Once it starts looking after the whole 
community in the manner outlined, the local population would 
com; forward to provide financial support to their own insti¬ 
tutions to extend the field of its working. 


It is apparent to everyone that although wc have made 
tremendous progress since Independence we have not been 
able to uplift the lot of our village population. I am sure an 
integrated health care programme wUch would ensure the 
same level of medical care to the remotest village, as is available 
to the city dwellers, can and should be provided. 



The Editor it not retponsible for the vieuit 
expretted by corretpondentt 

Medical Care for the Villages 

Sir, —In ihc article with the above caption published in your 
esteemed Journal (69: 236,1977) Dr. J. C. Sarin placed a few 
pragmatic suggestions before the medical profession in parti¬ 
cular and the autliorilics in general for looking into the rural 
medical care needs of the country. Perceptibly or imperceptibly, 
ihis issue concerns the system and the whole gamut of medical 
education. Wiulc sharing Dr. Sarin's views on the Conununity 
Hsallh Workers’ Scheme of the Union Ministry of Health, 
overfiooding of the towns and cities with M.B.B.S. doctors, 
unemploymenl among doctors, paucity of qualified doctors in 
villages, need of the country for doctors with rural orientation 
and a new course to be adopted for the medical training of such 
personnel, etc-, however 1 would like to make a little departure 
from the suggestions he has put forward as remedies. 

1 agree with Dr. Sarin that the dignity of M.B.B.S. course 
must be maintained and that there should be one kind of 
medical course- Regarding tlie other kind of medical course, 
however, ray suggestion is that the candidates who competed 
for but failed to get admission in tlie M.B.B.S. course, may be 
declared eligible for this course of 3 or 3 years. After qualifying 
for this course, the doctor has to serve at a centre covering 
five or six villages for a period of two years compulsorily. 
This course may be styled as ‘Rural Area Doctors Course’ or 
better as ‘Hospital Assistant’s Course* (H.A. Course). By the 
time a candidate completes the course, he is expected to get 
familiar with the routine, salient features of practice in medi¬ 
cine, surgery, midwifery and gynaecology and also with the 
routine work of ophthalmology. Being basically trained entrants 
to the medical field, such candidates will give a better account 
of themselves than the Community Health Workers recruited 
by the Government. These two cadres can also work together or 
independently as the Government may propose for the 
common good. 

We achieve the following purposes by adopting this scheme: 

(1) Wc may supply the needs of the country for rural medical 
care in a better way and 2) we may give a ctunce to the Inter- 
Science passed candidates for getting an entry into the medical 
field and becoming useful citizens for the country at large. A 
rough idea about the utilisation of this new cadre is given below 
which can be concretised after discussions and improved upon. 

A group of five or six villages may be asked to bear the 
expenses of this new scheme- Oovemment may be spared from 
defraying the expenses of this scheme or some other 'na.y may 
be found out to make the scheme self-supporting. The patients 
should be divided into three categories: 1) 1st class patients—to 
pay full scheduled charges, ii) 2nd class patients—to pay half 
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th9 charges or cost price charges, iii) 3rd class patients—to be 
treated absolutely free- In this way the village people will get 
the benefits of modem medical care. 

These young Hospital Assistants, after they have served for 
2 years in this way in village medical centre, may be eligible for 
admission to the full course of M-B.B.S. degree and after 
studying for 2 years more they can qualify for the degree. 
This one step will help to solve so many problems such as 
unsmploymmt amongst doctors, efficient medicare in villages 
and opening up of an avenue for those youngmen who failed 
to'.secure admission to M B.B.S. course directly to study 
mtdicine. Those, who do not get qualified for Nf-B.B.S. after 
2 years service in villages, will in majority of cases be tempted to 
settle in villages for practice because they have already become 
known in village circles and arc not likely to crowd the cities. 
1 hope the leaders of IMA and the Government will give due 
consideration to this new scheme in the interest of medical 
profession and the country as a whole- 

I am,etc., 

Surendranagar, 

Gujarat. M. B. Dwivedi,m.b.b.s.,d.o. 

Medical Education and Rural Hralth 

Sir,—A proper rural health service is still a far cry in our 
country. The quantum of tlie service available for the rural 
pool IS practically negligible. There are several ostensible and 
latent reasons- The must glaring one, however, is the lack of 
qualified doctors for catering whatever dispensing and hospital 
facilities are available. It is undeniable that our doctors do not 
liketosettleinihe villages. Butihc reasons behindthis reluctance 
involve not mirely factors like lack of amenities of life, poor 
pay, etc., but also reflect an attitude of the social classes to 
which they belong. Doctors in our country have mostly urban 
bourgeois or petty bourgeois background- A relentless pursuit 
of Mammon or the god of wealth as against an ideology of 
service characterises these classes. This explains concentration 
of doctors in towns and cities. No monetary incentive offered 
by the Government or other agencies can match their earning 
in the urban areas where with a few honourable exceptions 
most of them engage in merciless squeeze of the population. 
This happens in any capitalist and pro-capitalist country. Due 
to the petty commercial mentality, which is bred in such socie¬ 
ties, doctors resist any endeavour which does not contribute 
to further fattening of their income. They feel bored in villages 
as they cannot integrate themselves with-the rural life based on 
agricultural production, which is the most dynamic process 
in the villages- The wives of these doctor feel still more bored. 

The Left Front Government in West Bengal is seeking 
solution to the lack of qualified doctors in the rural areas by 
way of introducing the L.M.F. course. This is bound to fail for 
two reasons. The move is an imposition from above and not 
born out of movement by the people. Secondly, these L.M.F. 
doctors will also come from the same bourgeois background 
with the difference that they failed to make a grade in the 
educational rat-race. Before 19S0 when L.M.F. doctors were 
in abundance. District Board dispensaries were as empty as 
Primary Health Centres of today. 

A brief discussion of the Chinese example in providing rural 
hsalth service to the people may help to clarify the thinking of 
our medical planners. Reference may be made to publication 
in British Medical Jourmd of the report of a team of British 


medical ciqKrts which visited China which throws light on the 
big strides made by China towards a Iniman and rational rural 
healthservice.Theteam visited many communes and mentioned 
in particular a commune consisting of 23,000 people. There 
were 17 qualified doctors including specialists and doctors 
practising traditional medicine, a 30-bed hospital and arrange¬ 
ment for pathology, x-ray, surgical operations. There were 
293 para-medical staff attached to this commune including 
nurses, field workers, compounder and bare-foot doctors. 
These bare-foot doctors were in fact peasants attached to 
the rural production process, but had been trained to handle 
emergencies, prescribed remedies for simple injuries and illness 
and apply the treatment prescribed by qualified doctors. They 
did all these without leaving productive work. These bare-foot 
doctors formed the base of China’s rural health care pyramid. 
They did not replace the trained doctors, but were responsible 
for mobilising all the rural people for taking an active role in 
Irealth care and sanitation. 

Naturally within our social system there is no scope for 
working out suchareaiistic and satisfactorysolulion-But certain 
feasible steps can at least be taken for reforming the existing 
structure and using it as sprite-board for future advance. 

Let the doctors remain in the urban and semi-urban areas. 
Let them and few locally recruited doctors in the little market 
township be attached to urban and semi-urban hospitals which 
are capable of catering high grade professional service. These 
doctors will visit subsidiary rural centres for definite hours 
on fixed days. A team of 20 para-medical staff to cater for 
2 anchals of 20,000 population, recruited locally from those 
who have passed higher secondary examination and tiained 
for 2 years in district hospital, may be engaged to impart health 
education to the people and guide them in maintaining sanita¬ 
tion. They will be given training so that they are able to give 
first-aid, inoculate people against infectious diseases, cater 
medicines prescribed by doctors, conduct normal deliveries 
and take ante natal and post natal care, guide toddlers, report 
serious cases to doctors and do family planning work. Iheir 
services will be of real help to the poor rural people if they in 
their turn, are guided, helped and co-ordinated by the visiting 
doctors. They may be paid a primary teacher’s salary and 
though having them will not be as good as having more highly 
trained personnel, they will be the best that we can provide for 
the village people right now in the present set-up, where neither 
M.B.B.S. degree holders nor L.M-F. degree holders will venture 
into the countryside. 

lam, etc., 

Kadamtala, Jalpaiguri 735101, M. N. Nandy 

West Bengal. 
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Medi Melody—By Dr. S. J. Joglekar, 1978, Pramila Prakashan, 
Bombay, 21.8 cm. x 14.2 cm., pp. 47, Rs. 8.00. 

The medical practitioners of the Western Country, at least a 
number of them do write extra medical literary matters which 
arc published in the pages of medical journals of repute. Dr. 
Joglekor's book, though small as a book, is along the same 
line. The book contains 49 poems, most of which are written 
in a humorous tone. The subfect matters, although mostly 
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iQMiica]. go:s to subjects like ‘Mao'. EVea, when dealing 
with ‘Man*, th: author comes out with the great finding tliat 
‘Man is the same everywhere and whereever he may be’. A 
post who has this at th: back of his mind has really achieved 
what be should. 

jYJTTRMOy Ckatterjee 

Altcrnatirc Approaches to Meeting Basic Health Needs in 

Developing Coontries: A Joint UNiCEF/WHO Study, 1975, 

Edited byV. Djukanovic and E.P. Mach, WHO, Gene¬ 
va, 23.8 cm. X 16.4 cm., pp. 116, S. Fr.24. 

A major portion of the population in developing countries 
does not liave virtually any access to health facilities. The 
problem is no doubt one of availability of resources but it is 
being increasingly realised that equally important is the strategy 
of utilisation of resources. The conventional health services, 
modelled upon ‘Western’ patterns, are not suited to the needs 
of developing countries and alternative approaches have to be 
found. The present study by WHO and UNlCEF endeavours 
to provide guidelines for their policies and those of developing 
countries for developing and strengtitening basic health services 
through review of number of successful health programmes 
Iauncl»d in various countries. The programmes which have 
been reviewed were selected on the basis of several documents 
available to WHO and UNICEF and were then studied at 
actual site by working teams of these agencies. The aim was to 
find new approaches by which basic health care can be improved 
and extended to a large population. 

The countries where the case studies of programmes have 
been conducted are Bangladesh, China, Cuba, Tanzania, 
Venzuela, Yugoslavia, Niger, India and Nigeria. The pro¬ 
grammes range from National ones to limited experiments and 
one is as much impressed by the role of political leadership as 
by initiative and dedication of individuals. Though diverse, 
there are many basic similarity in the programmes underlining 
the similarity of problems of developing countries. If the mass 
mobilisation in China for health programmes is amazing it is 
nevertheless component of ail programmes described. Otlier 
features that stand out arc use of auxiliary liealth staff including 
use of traditional licallh workers for primary health care, 
integration of indigenous and western systems of medicine, 
motivation of staff, integration of health into general develop¬ 
ment pro^ammes, rcgionalisation of services, decentralisation 
of planning, etc. It was gratifying to read about comprehensive 
rural health project at Jamkhed in India- The chapter devoted 
to Ayurvedic system of medicine is also very informative. 

In tte light of the case studies carried out, rcconunendaiions 
have been made in the last part of the book as to how the 
obstacles to provision of health care in developing countries 
(described in the earlier pages) can be overcome. On a country 
wide basis, first requisite is a strong political will and formula¬ 
tion of clear national policies with health as integratad part of 


other development programmes. This may involve re-allocation 
of resources which have been maximally utilised in the urban 
areas so far. There has to be a system of identifying the popula¬ 
tions needs and priorities. Next is the use of locally recruited 
primary health workers after a simple training (geared by 
functions expected of him). In view of the three tier structure 
recommended by Medical Education and support manpower 
committee in India for providing health care, note must be 
taken of an important recomm:ndation that there should be 
re-oricnlation of all other levels of health system to provide 
support (referral, training, advisory, supervisory and logistif) 
to the primary health worker. The component of superv'!,ion 
and in-service training is very important,and there has to be 
detailed working out of functional linkages between various 
health personnel. The question of absorption of traditional 
health workers in the health service requires consideration (as 
envisaged in Rural Medical Practitioners scheme). An im¬ 
portant point is made about imparting health education. 
Workers belonging to a community are more elective as they 
share the views, aspirations and language. The decision about 
health should be made by the community itself assisted by 
trained personnel. 

The book with its realistic and rational approaches is re¬ 
commended to all who have anything to do with provision of 
health care in developing countries. 

V.K.Gandotra 

Nutrition in Preventive Medicine—Edited by G. H. Beaton 

and J. M. Bengoa. 1976, WHO, Geneva, 24 cm. x 16 cm., 

pp. 590, S.Fr. 83 (WHO Monogr. Ser. No. 62). 

This monograph is intended to fill up the gap between the 
informations available in textbooks and the recent knowledge 
on malnutrition and its control in the community. The first 
part of the book deals with “The major deficiency syndromes”. 
This part is a lucid account of current informations of practical 
use. Ihe second part, “Epidemiology”, contains chapters on 
epidemiological principles in relation to nutritional disorders 
with particular emphasis on synergism of malnutrition and 
infectious disease. The third part, “Approaches to control", 
describes various concepts and means in evaluation and health 
programmes in the conununity. Nutritional aspects of disasters 
and planning of a national food and nutritional policy are also 
discussed. The annexes include nutrient function and re¬ 
quirements, nutritional problems of affluence, etc. These 
critical review-s will be of particular interest to those working 
on these subjects. The book will be very much useful for workers 
engaged in the enormous task of the control of nutritional 
problems in the developing world. It will also serve as a good 
teaching manual for students of nutrition, preventive medicine 
and related disciplines. 

A. K. Bhattacraryva 


NOTICE FOR REPRINTS 

Authors, who are interested in having reprints of their articles at a concessional rate, art advised to state posithdy 
at the time of submitting such articles the number of rebrints they may require irrespeetivt of the acceptance or otherwise 
of such articles. Authors, whose articles have already been submitted and are under consideration by the Journal Com¬ 
mittee, should also intimate their requirement of reprints immediately. No separate reminder reg^ing reprints would 
henceforth be issued to them from this office. The concessional charges for reprints would he as fallows: For 2} copies {mttif 
mum) —Rs. 9/- per page (Journal the); For 26-50 copiet —Rs. JO/- per page (Journal the). Pottle extra. 

Dr. Satyendu Kundu Dr. B. Ray Chnidhuri 

Hony. Secretary, JIMA Many, Editor, JMA 



A ^ ,:iw .dt 4^^^’ 

oxy-triactin 

pharmed 


^ ihc pttinlu* uikI LftAni. 

tiff pc.»plc Kiiil muliin,’^"* 

J*!^''*'Lol»i'’'’'’“•'•'■"'"►hcii |,„,'7",*“'' ‘"-live III, m !*>«■ »..il-l 

dtaacfilw ««>me i»r ■»l****^^^*’*^* •”’«1 “»h 1 un^We u» lunnum »n 

•"«> p-”VHic .iZ?!!;:'-"' i»f whicli Ntc mrt >c* 

ui ■.*•" *X f‘.T "-*"”‘" '' '« 1 „ * ^ P'lveniin* %»«« di^Mcmcnv 

v5i fU' lSlii<»“ " '** ■n»l'>ni» M ila r-tot. «■ <li« 

1 *#"****'* - *wn4l an^ I "•*- 'to 4huuM«f. and (Im vnall lutnl* *4 lln 


W lO*"** ** '•i«a«ai lauaira. 

•f!!Jal »w'«" •“* fUtolton 1 |£^“ • 
**^*^'15 k»n** itt m,*** 


*'*'J^* •«*! fcd ' '*»«*»*ldi*i. and tht vnall |iMt<u *4 ^ 

■’*»••« .4 il“«' «. dnqml to t»niM •• 

Ikt adjaixnl l«toc« A Jhfc 

'*■*“•««*'ilw'X«Ir"*^. “>“■•' “< 

•"“••4 Mrla^iir* '“"t'wt' « Ihr rad wan. >4 ihr *• 

**»*■•»»»■ If lLjiw«,n «V«* 









PHARMED PRiVATE LIMITED 

.V5 31, Rope Walk Lane, Bombay 400 023 


THE riRST CHOICE' 
MENSTRUATION REGULATOR 

MEHCUBY'S 

ERGATAP 

CAPSULES 

A UNIQUE MENSTRUAL 
REOUUTOR AND 

PROVEN UTERINE -- 

TONIC 



' lACH ’ERGATAr 


CAPSULE IMPRINTED 


WITH -MERCURY' NAME 


FOR CQRnECT DISPENSING 


MERCURY 

PHARMACEUTICAL INDUSTRIES 

mOlfSTRIAL ESTATE. SAROOA 390003 

AMoelitad Olllct 
SHREEJI BHUVAN MANGALOAS ROAD ItOMRAV 4MU « 



an essential 

// health 

f stimulant 

^ for children 


Fedic DrupSj : ' 
hem "' ^ “ 

motherly care 




STADMED 


PEDIC 

DROPS 

WITH VITAMINS A ft D N 
L-LVSINE HYORQCHLOMOE. 
B-COMPLEX FACTORS 


Manulaciufwi m India by 

•ACHowRiinHuiiaMcaijcunAimB STAOMED PRIVATE LTQ 









»«^!!v}es ®!^fcoO< !«ftXxoO. 




Aep’®? AS.''»'r^o8'®';soOl **’ 

o"*.? o< ^ 
'^^Se'"®A o' k 

ssS 


Deficiency of vitamins 
B'12/ Bt and B5 
can lead to 
peripheral neuropathy 
with paresthesias , 
and weakness 


f 


//'m 


' /' A 




Q 


INJECTION Trademark 

TRIREDiSOL-H 

(thiamine, pyridoxine, hydroxocobalamiit, MSO) 

containing 

HYDROXOCOBALAMIN 

a aupei*iop form of vitamin B12 
with vitamin Bi and vitamin Be 

Supplied: Injection TRIREOISOL-H is available in two 
strengths TRIREDISOL-H 500 TRIREDISOL-H 1000 
in multiple-dose vials of 5 ml. 

Note: Detailed information is available to physicians 
on request 



Wiliaf tlMecktCo.lac UU MwI iUmCmw I> Camnp l ii*w*0BBM 
Diatributora: Voltaa Limited 


where todey’s theory Is tomorrow s thenpy 


3-79 TRH 78-1-781-J 





A 

y 


( ^ m 


FeiJic Drpps. , 'Fh 


motherly care 



K an essential 
health 

&S^ stimulant 
\ for children 




STAOMED 


PEDIC 

DROPS 

WITH VITAMINS A ft 0 ft 
L’LYSINE HVDROCHLOmOE. 
■•COMPLEX FACTORS 


ManufKtuwd m India b* 

■icHoinMaiuiMMACMaimvoaiaD STAOMEO PBIVATE LTD 









aVkO^ nS'®®*'A\> 

cV'®*'res9® ot 






Deficiency of vitamins 
Bi2, Bt and Be 
can lead to 
peripheral neuropathy 
with paresthesias , 
and weakness 


COOS';,, 

' V.^tVLi 



t 


INJECTION Tradamark 

TRIREDISOL-H 

(ihiamine pyndONine hydroxocobalamiiv MSD) 

containing 

HYDROXOCOBALAMIN 

a aupei*lop form of vitamin B12 
with vitamin Bi and vitamin Be 

Supplied: Injection TRIREDISOL-H is available in two 
strenaths TRIREOISOL-H 500 TRIREDISOL-H 1000 
in multiple-dose vials of 5 ml. 

Note * Detailed information is available to physicians 
on request 

MUKSKHP e Dimpf mflia umni 

MliwMHRltCt Ik USA NmMtlMn IT toK<i|i iKaqMtSM 

DlaUlbutofs Voltaa Lunltad 

wiiere today's theory is tomorrow's therapy 


2 78TRH 78-1-7*1-J 




' J. t. ML A. AdverdMor 




You can now improve the 
suspension stabiiity of blood with. 


Lomodex 


Blood suspension stabiliser 
and flow improver* y 

* O'ouber. U. f "Volume ExpaneiOA and Flow Pramotton 
In Shock" Pottgiad. Mad J. (August 1969) 45. SSA-SSS* 

LOMODEX is available as: 

10% Lomodex in normal saline solution 
10% Lomodex with 5% Dextrose solution 

Fof tufihst inlaHnslIon: 

cm RALLIS INDIA LIMITED 

WW RALU-nSON (TFI) PHAIiMACEUTICAl DIVISION] 
* 21 Ravelin Street Bombay 400001 





J. L M; A. AdvmiBier " 



- <, 
' IL ' 

■A 


Rehabilitation of 
coronary patient with 


1. increases myocardial 
microcirculation 

2 normalizes avail¬ 
ability and utilization 
of energy 

3 improves left ventri¬ 
cular function 

4. lowers O 2 "consump¬ 
tion in relation to 
increased heart 
performance 



l.~7KP -hydroxy- ((-methyl-phena6thylafnino>3'-tnethoxy-propioph«nan«. HCI (oxyladriiie) 
Angina pactons, coronary insufficiency, acute myocardial infarction, post-infarction states. 

2 tablets 3 times daily, 

in anginal attack 2 ampoules i.v. - recent infarction 2 ampoules l.v., 2 - 3 times daily 
(intravenous injection in V!l - f minute) 

A vary small number of patients may suffer transitory impairment or loss of the sense of taste. 

This effect clears up rapidly and does not necessitate interruption of treatment 

CONTRA INDICATIONS : Awtic insufficiency with marked haemodynamic disturbance as well as subvalvular aortic stenosis^ 

NOTE: Medical advice should be sought in case of pregnancy, or if there Is a possibility of 
pregnancy. 

PRESENTATIONS ; S and SO ampoules / tOO tablets. 

CHEMIEWERK HOMBURG FRANKFURT AM MAIN GERMANY. 

(Berman Remedies Limited p.o. box ssto BOMBAY-eooots 



COMPOSITION : 
INDICATIONS : 
DOSAGE ; 

SIDE EFFECTS ; 


____J 

Printed by M. L. Banerjee, B.A. at Calcutta Press Private Ltd., 1 Subodh Mullick Square, Calcutta 
and published by him on behalf of the Indian Medical Assoration from 53, Creek Row, Calcutta 7m 
BdHor—BhMlwr Ray Chaudhurl, M.D., F.ltX.P.E., Ph.D. Hony. Sacy.~S. Kundu, M.B., D.T.M.fCal.), D.G.O.(Dub3, D.R.C.O.G^ 




No. SVB/EC 28 


'Cl to post wilhoii' prcp.'ii'irK 111 . Nn \VP/EC,I",-9 


MAY 16 ^ Idrs 

/f Tifif ciclirered, phase return to: 

Journal of the 
23 Futnuni Chumber.s, 

Corporulion Place, CiiIcutta-700 013 (ImUa) 


IN URINARY INFECTIONS 






IN RESPIRATORY INFECTIONS 


SUBAMYC 




J twice a iHonlh. Annual Subscription: Inland Rs. 40/-; l orclgn Rs. 96/-. Single copy : Inland Rs. 2 /- ; Fanlgn Rs 4/. 


































JOUKiraij 


OF THE 

INDIAN MEDICAL ASSOCIATION 









No. WB/EC 28 



From a mere curiosity, only a few decades ago, the 
antibiotics have come to occupy an important place 
in the armamentarium of the medical profession. 
One such very useful antibiotic^is chloramphe¬ 
nicol having a 'broad-spectrum' of activity. 



Available in different 
convenient dosage forms for 
uses in a variety of diseases 
alt age groups of patients. 


fyedueiB 


nluntt-t\ol7i 




' jotHs 1, 1978 ’-'jT^'wrxrmmmarr^ 


PRESCRIBE BY NAME . 

DOXYCAPS* Hydate 

THE DISTINCTLY OUTSTANDING 
ONCE-A-DAY BROAD-SPECTRUM ANTIBIOTIC 
WITH THE WIDEST AND LONGEST ANTIMICROBIAL COVER 
AGAINST ALL INFECTIONS 



CAPSULES 


DOXYCAPS 




DOXYCYCUNE HYDROCHLORIDE B. P 
EQUIVALENT TO DOXYCYCLINE 100 mg 


(RENO WHERE aUALITY COMES FIRST 


-■V, .iB' Pharmaceutical Divuion 

AEMO CHEMICALS PHARMACEUTICALS AND COSMETICS PVT LTD. 

RanoHouw Sanueruz Bombay 400 055 INDIA • Phone S3B688 • Gram RENOLAB 


1 





•>.U' J^ u 


'Trr.,-'- r.s.-r 


ft ••*Wf P. • P 


■■V6L>'TO,Wl:r 


Vertigo 
Vomiting 
Viral labyrinthitis 
Migraine 

respond to 

'Stemetil' 


brand proehlorperatina 










An M&B brand Medical Product 


MAY A BAKER (INDIA) PRIVATE LTD 
Bombay - Calcutta • Gauhati • Indore 
Lucknow • Madras • New Delhi ■ Palna 


Optrex 


EYE LOTION 




h Optrec 


rre toTtoN 



Optrex Eye Lotion is trusted and 
recommended the world over for prompt, 
soothing relief from tired, irritated eyes. 

Recognised for all aspects of industrial 
first-aid and eye hygiene. 

Recommend 

Optrex EYE lonoN 

for regular eye care 

Now manufactured and marketed by 

Optrex India Private Limited 

Trade enquiries to; 13, Khetan Bhavan (3rd floor), 
198, Jamshedii Tata Road, BOMBAY-400020. 


T-PAS/OP/IOA 








J. I. M. A. Advertiser iii 


June 1, 1978 


INDEX TO advertisers 


Alembic Chemical Works Co. Ltd. 


Page 

Back Covet 

Acila Pharmaceuticals 


xxiv 

Andrew Stephens (1947) Co. ... 


xxiv 

Balsara & Co. (Pvt.) Ltd. 


xxxi 

Bochringer-Knoll Ltd. 


xxxiv 

Burroughs Wellcome & Co. 

(India) Pvt. Ltd. 


xxvi 

Cyanamid India Ltd, 


xix. xxiii 

Dey'a Medical Stores (Mfg.) Ltd. 

• •a 

2nd Cover 

East India Pharmaceutical Works Ltd. 

••• 

Front Cover 

Ethnor Ltd. 

• •• 

viii 

Fairdeal Corporation (Pvt.) Ltd. 

•- 

X 

Franco-tndian Pharmaceuticals Pvt. Ltd. 


ix. XV 

Oambe* * Laboratories 


xxviii 

Hnnalaya Drug Co. 


xii 

Hoechst Pharmaceuticals Ltd. ... 


XX 

Indian Drugs & Pharmaceuticals Ltd. 


V, xxvii, XXX 

Indian Oxygen Ltd. 


iv 


Inga Laboratories Pvt. Ltd. 


Page 

xii 

Lyka Labs 

• •• 

iii, vi 

May & Baker (India) Pvt. Ltd. 

■•a 

ii 

Optrex India Pvt. Ltd. 

••• 

ii 

Organon (India) Ltd. 


xviii 

Pfizer Ltd. ... ... 

••• 

xi. xxix 

Rallis India Ltd. 

— 

xxxiii 

Reckitt & Colman of India Ltd. 

a*. 

3rd Cover 

Reno Chemicals Pharmaceuticals & 
Cosmetics Pvt. Ltd. 

a«e 

i 

Roche Products Ltd. 

••• 

xxi 

Roussel Pharmaceuticals (I) Ltd. 


xvi 

Sarabhai Chemicals 


xxii 

Schcring AG Berlin/Bergkamen (Divn. of 
German Remedies Ltd.) ... 

xvii 

Smith Kline & French (I) Ltd. 


vii, xiii, xiv. 

Themis Pharmaceuticals 


XXV. xxxii 
xxiv 

Warm Pharmaceuticals Ltd. ... 

• mm 

X 



Cephalexin Capsules 

250 mg. Packing—bottles of 4 



For funhsr particulars plaasa contact: LYKA LABS 

77, Nehru Road, Vila Parle>East Botnbay>400 057. 

Phof«as: 576947 • 663122 • Gram : ‘LYKAPEN* Bombay-400 057. 











iv J. I. M. A. Advertiser 


Vol. 70, No. 11 


lOL 

WARD VnCUUM UNIT 


A high performance 
unit for hospitals 
and nursing homes 
equipped with 
vacuum pipeline systems 



The lOLWard Vacuum Unit is designed to operate off a vacuum pipeline system for 
routine and emergency applications in wards and operation theatres. The compact 
and elegant Suction Controller Unit ensures maximum efficiency during use. 

Safety features The Suction Controller Unit and the Receiving Jar have 
several built-in safeguards to prevent overfilling and 
contamination of the pipeline. 

Easy sterilization All components which may become contaminated are 
easily sterilized. Re-assembly afterwards is simple and 
straightforward. 

lOL's tailormade system lOL has the capability to design and fabricate an entire 

vacuum pipeline system that is tailor-made to suit your 
requirements. 

■TiTV further details, please write to the nearest tOL office. 


AS&UCl4te of 


Indian Oxygen Limited 


P 34 Taratala Road, Calcutta 700053 


IOX/CAS-7/7S 







■■■■(' 


June 1, 


J. 1. lyL A» Advenlier v 



for all those in stress or unable to combat it 
THE POTENT ‘VITALIZER’ 

Cebexiri 

FILM COATED TABLETS 





naa/IOPL-2/78 











vt J. X. M. A. AdvertiKr 


VoL 70, No. 11 


FLUCORT 

Fluocinolone Acetonide 0.025% skin ointment 



Available as: 

5 g. and 15g. tubes. 
Also available as 
Fiucort-N and 
Flucort'C 
skin ointments. 

• 

Phones: 576947*563122 
Gram: lYKAPEN' 
Bombay-400 057. 


|!-n t: 


O I 

oK 






Beats 

better ones 
in small 
strength 


For farther particulars please contact: 

LYKA LABS 

77, Nehru Road Vile Parle-East, 
Bombay-400 057 




Jf. 1. M. A* AdvertsMr vii 


DEPEIMDAL* ^ 

THE DIARRHOEAL 
FIRST AID 



• Prompt control of symptoms and infection 

• Eradicates bacterial, amoebic, giardial or mixed 
infections in the g.i. tract 

• Freedom from the clinical problems of bacterial 
resistance 

• Safety In routine use—no disturbance of normal 
intestinal flora 

• Economical 

Write to Post Bag 4977. Bangatore-560 049 

for detailed literature 



SMITH KLINE &FRENCH 


*Regd Trade Mjrk OP PAISInd 





vBi J. 1. M. A. k&vtr&aex 




there is logic in 

MYCOLOGICAL BREAKTHROUGH 


a new word... 

a new concept... 
a new product... 




Daktarln Gel 


DAKTARIN Gel is distinctively superior to any 
antifungal or combination drug. Clinical studies have 
demonstrated a complete cure in skin, hair and nail 
infections It is successful even in chronic and resistant 
cases 

DAKTARIN therapy eliminates the need for 
laboratory diagnosis.This is due to its potent broad 
spectrum action against all species of fungi, yeasts and 
gram positive bacteria, it is fungistatic and fungicidal, 
bacteriostatic and bactericidal. 

DAKTARIN Gel is a total cure pack. It promises 
complete mycologicai cure through an excellently 
tolerated topical application 


Daktarin, the soothing gel that 
kills fungi, yeasts and bacteria 



nradwnarfc of JOHNSON O JOHNSON USA. 


O ETHNOR LIMITED 
30,Fo(|en Street, Bombay 400036 
DN-FP.78-1 



Orange flavoured 


W 


DEXORANGE 


SYRUP OF HAEMOGLOBIN WITH VITAMIN B12 


The highly potent Hb-formation property of 
this intake is demonstrated by its use as the 
sole treatment in the intense anaemias 
having 2,000,000 or even 1,000,000 RBCs 
per cubic millimeter of blood." 



A Boudaret (Congo) MEDECINE D’AFWOUE 
NOIRE VOL. Xl-No. 3, MARCH 1964 


FRANCO-INDIAN 
PHARMACEUTICALS PVT. LTD. 

20. DR. E. MOSES ROAD. BOMBAY 400011 






X J. I. M. A. Aiivertiier 


Vol. TO, NOfe II " 



Warmth? 



Now, we've distributors 
all over India and our 
distribution network is 
being further strengthened 
so that our products are 
available everywhere. 

Five years ago we started 
Warm Pharmaceuticals 
manufacturing just a very 
few ethical products. Right 
from the start our basic 
idea and conviction was 
to produce high quality 
products at low cost. 


Today we're growing 
rapidly. We make as many 
as 56 ethical products 
which have had instant 
acceptance with the 
medical profession all 
over India. Recently 
we went into producing 
OTC products which are 
also doing extremely well. 
We attribute this specta¬ 
cular success of ours to 


the whole hearted support 
we've received from the 
medical profession and you. 


WARM 


Warm Pharmaceuticals Ltd., 
35 Goods Shed Road 
Ranipet 632 401. N A. 
Phone: 696 
Gram : "WARM" 



INDICATIONS: 

Tinea corporis, T. cruris, T. pedis> 

Intertrigo, Miliaria rubra. Seborrheic dermatitis, 
Diaper dermatitis, Hyperhidrosis, Bromidrosis. 


APPLICATION: 

For external use as a dusting powder. 


PRESENTATION: 

Polythene container of 100 g. 


THE FAIROEAL CORPORATION (PRIVATE) LTD., 

142-46. Swjmi Vivekarunci Road. Jogashwaii. Bombay-400060. 


MYCODERM* 

DRY SPREAD FOR DERMATOSIS 













Jnne 1, ld78 


J. 1. M. A. Advertiser zl 


The Very Basis of Life...PROTEINS 

ESSENTIAL IN HEALTH INDISPENSABLE DURING SICKNESS 

Enrich the daily diet with 

The Most Wholesome Nourishment For The Whole Family 

Protein-rich 

PM VI BIX 

Fortified with VITAMINS. MINERALS AND CARBOHYDRATES 


PROTINEX 

offers more proteins-gram for gram-lhan many 
hio i-protein food artictes like milK. and eggs 

PROTINEX 

offers predigested, easily assimilable proteins for 
Improved absorption and utilization 


PROTINEX is convenient to administet 

Add PROTINEX to lukewarm or co'd milk 
fruit juice or water Stir in sugar to taste aril a 
delightful chocolate-flavoured drink is ready m 
seconds. Do not mix PROTINEX with hot or 
boilfng liquids 


^ A Symbol of Service to Medicine 

PFIZER LIMITED Regd Office: Express Towers, Nenman Point, Bombay 400 02J. 
^Trademark of Pfizer Corporation, Panama 




xii J. I M. A. Advertiser 


Vol. 70, No. !1 




Migraine? 


Msrag 

INGA LABORATORIES PVT. LTD. 

Mahakah Road Andhen. BOMBAY-400 093 
Telex011-2648 Telegram INGALAB-Bombay-58 

Phones 571129/572932 



'The initial therapeutic enthusiasm for testosterone 
in impotence did not stand the test of time " 

Cooper A J Bnt med J (1972) 5804 34 

You can depend on NON-HORMONAL 

TERTEX'ftrte+HKIUI 

SrOUII*. SPEIMirfnIe 

They liberate your male patients from sexual disorders 


TENTEX forte (tablets) 

+ —enhances sexual vigour 

HMCQLM (cream) 









SPFIIAN - » —corrects male sterility 

' ' ..reduces prostatic enlargement 



























Stelabid 

offers comprehensive relief- 
all day or all night on b.i.d. dosage 

Presentation 

In catchcovers of 12 tablets. 

SKGF 


*Regd. Trade Mark 


SMITH KLINE SrfRENCH 


SBD/SBD-2 ; PA : 18 Ind. 


xiv J. 1. M. A. Advertiser 


Vol. 70, No 11 



„ . , ^ , inhibition of secretion and spasm 

offers dual control: ^ control of anxiety and tension 

Presentation 
In catchcovers of 12 tablets. 

SK&F 

SMITH KUNE SFRENCH 


*Regd. Trade Mark 


SBD SBD-2 : PA : 18 Ind. 






June I, 1978 


J. I. M. A. Advertiaer xv 



While all the contemporary anti-allergic preparations 
provide symptomatic relief only, HEPASULFOL-AA-fulfils 
two basic requirements of the complete anti-allergic 
preparation i.e. it provides immediate symptomatic relief and 
removes the root cause of allergy. 


Chlorpheniramine Maleate— 
One of the most potent 
antihistaminics, provides immediate 
symptomatic relief. 

Trithioparamethoxyphenyl 
propane— Eliminates the root 
causes of allergy by 

• Improving the azoturic (nitrogen 
eliminating) action of liver 

• Enhancing the detoxicating 
functions of liver 

• Improving desensitising property 
of liver 


Composition 

Each tablet contains: 

Trithioparamethoxyphenyl 


propene 

12.5 mg. 

Chlorpheni rami ne 
Maleate U.S.P. 

3 mg. 

Erythrosine (colour 
index 45430) 

q.s. 

Tartrazine (colour 
index 19140) 

q.s. 


Packing 

Vial of 25 coated tablets 


FRANCO-INDIAN 
PHARMACEUTICALS PVT. LTD. 
_ ' _ 20, Di. E. Moses Road. Bombay 400 011. 



SKY JA 47 


svi J. I. M. A. Advertiser 


Vol. 70. No. 11 


sofrakay- 

The drug of choice in Infantile Diarrhoea 
of Bacterial Origin 


Clinical experience proves 
dependable results with 
SOFRAKAY in the ri^ dosage 


■ Specific bactericidal action 

■ Higher degree of safety in 
treating infants 

■ Fornnila based on sound 
therapeutic principles 

■ And a pleasant taste 


ROUSSEL A 

Rousael niarmaceutlcals (India) Ltd. 

Worli.BombdV 400018 







Duoluton 

so meg ethinyl oestradiol + 0 5 mg norgestrel 


the advanced cycle regulator 

for efficient treatment 
of gynaecological disorders 


Extensive clinical trials have shown 
that Duoluton not only suppresses 
ovulation, but also exhibits virtually 
perfect cycle control. It is, 
therefore, particularly suitable for 
regulation of the cycle and ovulation- 
suppression therapy. In addition, 
Duoluton has the following 
advantages: 

• Proven to be highly effective 

• Employs low doses of both 
progestogen and oestrogen 

• Correspondingly excellent tolerance 


• Simple administration: one tablet 
per day with an easy-to-follow 
rhythm of 3 weeks' tablet-taking, 
1 we^'s rest 

Presentation: 

Tubes of 21 tablets 

For dataiM Information on tnoda of action, 
emtra-lnificaUona, doaaga aehama and 
parUeutar raeommandations, plaasa consult 
tha selantifle litaratura or packing slip. 



Schering Division, 
German Remedies Ltd. 

P. 0 Box 6570 Bombay 400 018 India 


3 BROTMUtS 





zviii J. I. M. A. Advartiser 


V<d.H 


When 

menstrual disorders are of 
endocrine origin... 

orcaluhn 

dmgs order 
to menstrual 
disorders 


Composition: 

17cr-ethvnyloestr-4-en-17/9-ol 
B.P. 2.5 mg. 

17 «' ethinyl-3:17-^- 
dihydroxyestra-1: 3: 5 (lO)-triene 
I.P, 0.05 mg 

Dosage; 

One tablet daily from the 5th day 
of cycle for 20 days. 

Treatment is normally repeated 
for at least 3-4 cycles. 

Presentation 
Boxes of 5x20 tablets. 



For detailed information please write to: 

Medical Services Department 

Organon (India) Limited 

Himalaya House,38 Chowringhee Road, Calcutta 700071 


occai 







——^Journal of the^—— 
Indian medical Rssocintion 

VOLUMB 70 PUBLISHED TWICE A MONTH CALCUTTA 

Number 11 EntroR —bhaskar ray cHAiiDHURr, m.d., p.r.c.p.e., Ph.u. June 1, 1978 


ORIGINALS AND PAPERS 


I 

Drug Sensitivity of Urinary Pathogenic Bacteria 


A. JOSEPH RAYAN*, K. TllARA BA1‘*, AFZAL UNNISA***, K. LALITHA**** 


(Received /or publication July 5, 1976\ 


AlHiouffh witli llic anlibiolics anrl 

(■lu‘iuolh(‘raj)y mortality and morbidity from 
iirinai'y tract infections have, been much reduced, 
-'iieli i: feelioiis still occupy the lop ]>nsitinn in 
I lie list of nroloffical 'disorders. This has been 
"ell studied by fiarrod ei al. {lt)54), Banerjee 
OIXi.-tK Scnf/upla and Barua (1964), Smallpiece 
il9()ll and Dube el <il. (1971). 

fn the present stmiy. the authors ha\c 
altcinpled to make a comparative study of 
'/) uitm susceptibility of various urinary patho¬ 
gens isolated from urine samples of patients 
sudVrinf; from urinary tract infection to the 
common antibiotics, viz., jienic.illin, streptomy¬ 
cin. chloramphenicol, tetracycline, erythromycin 
and ampicillin and a chemolhcrapeulic agent, 
nitrofurantoin. 


antibacterial agents in each disc were as follows : 

Penicillin—10 units ; streptomycin— 10 pg. ; 
chloiamphenicol—30 pg.; tetracycline—30 pg. ; 
erythromycin—30 pg.; ampicillin-10 pg.. nitro¬ 
furantoin —300 pg. 

Inoculation on digest agar plates were made 
using broth cultures of the test organism, and 
the discs were placed at regularly spaced inter- 
\als. After incubation al 37‘'() for 24 hours the 
diameter of the zone of inhibition was measured 
in mm. Inhibition zones of l.'i mm. and above 
were taken as sensitive, 12-1.') mm. as moderate¬ 
ly .Sensitive and less than 12 mm. as resistant. 
.Standard control organism of known suscep¬ 
tibility pattern was emjiloycd as a check on the 
activity of the 'discs and on the reproducibility 
of the le.st. 


MATERIAL AND METHOD 
Two hundred strains of micro-organisms, 
flfam-negafive bacilli and Gram-positive cocci 
were isolated from urine samples of patients 
suffering from urinary tract infections by the 
routine cultural methods and identified with usual 
biochemical tests (Bhaskaran and Murti. 1962). 
The significance of the growth in culture w^as 
I'onfirmed by the colony count procedure. The 
strains were tested for .sensitivity to penicillin, 
streptomycin, chloramphenicol, tetracycline, 
erythromycin, ampicillin and nitrofurantoin by 
the disc method. The final concentration of the 

Department of Microbiology, Kiipauk Medical College, 
Madras 

*M.Sc. (Medical Microbiology), Tutor 
••M.B.B.S., M.Sc., M.D., Professor 
•‘•M.B.B.S., Tutor 
••**M.B.B.S., Tutor 


RESULTS 

Culture of 1,')14 urine .specimens gave 690 
positive growth (Table 1). 

Table 1—Showing Percentage Incidence of Organism 
in 690 Positive Cases 


Organism 

Esch. coll 
Kiebsiella 
P.seudomona.s 
Ale. faecalis 
Enterococci 

Coagulasp positive Staph, aureus 

Candida 

Proteus 

Miscellaneous 


No. of cases (%) 

474 (Ba.69) 

90 (13.04) 

S.") ( 5.07) 

29 ( 4.2 ) 

17 ( 2.46) 
il ( 1.59) 

9 ( 1.3 ) 

7 ( 1.01) 

18 ( 2.58) 


Tw’o hundred micro-organisms were tested for 
this study to the 6 antibiotics and one chemo¬ 
therapeutic agent. Of these .^>0 were Each, coli, 


245 







341 
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Table ‘i—Showing Percentages of Sensitivity and Resistance of Different Organisms to Different 

Antibacterial Agents 


Organism 

Nitro¬ 

furantoin 

Penicillin 

Strepto¬ 

mycin 

Chloram¬ 

phenicol 

Tetracy¬ 

cline 

Ampicillin 

Ersrthro- 

mycln 


S 

R 

S 

R 

S 

R 

S 

R 

S 

R 

S 

R 

S 

R 


% 

% 

% 

% 

% 

% 

% 

% 

% 

% 

% 

% 

% 

% 

Esch. coli 

72 

24 

10 

78 

60 

36 

28 

64 

18 

72 

56 

34 

34 

44 

KkbsieUa 

68 

24 

8 

88 

60 

36 

40 

56 

20 

72 

36 

60 

44 

36 

Pseudomonas 

16 

72 

0 

100 

12 

72 

8 

80 

0 

88 

16 

76 

12 


Ale. faecalis 

20 

64 

0 

92 

28 

60 

36 

56 

28 

60 

32 

64 

32 

56 

Entrcrococci 

88 

8 

56 

44 

64 

24 

68 

20 

44 

40 

60 

32 

78 

24 

Staph, aureus 

72 

24 

8 

84 

52 

48 

60 

28 

40 

40 

64 

32 

68 


Proteus 

40 

52 

0 

100 

16 

76 

32 

64 

32 

68 

8 

62 

8 

76 


Organisms showing feeble sensitivity were left out; S—Sensitive, R—Resistant 


25 kiebsiella, 25 pseudomonas, 25 A/c. faecalis, 
25 entcroforci, 25 Stnph. aureus, and 25 proteus. 
The residts of the .sensitivity test by the disc 
method are summarised in Table 2. 

Overall sensitivity pattern of the 200 strains 
of micro-orftani.sms to the antibacterial agents i.s 
as follow.s : 

The highest perrenlagc of urinary pathogens 
were sensitive to nitrofurantoin (56 per cent) 
followed by sfreptiimycin (44 per cent) ampi- 
cillin (41 per cent), chloramphenicol (38 per 
cent), erythromycin (38 per cent), tetracycline 
(25 per cent) and penicillin (12 per cent). 

DISCUSSION 

As infections caused by antibiotic resistant 
bacteria are on the increase, it has become 
important to determine the antibiogram of 
different organisms to different antibacterial 
agents from lime to time to help the clinician 
for determining the elfec.tive line of treatment. 
Promiscuous use of antibiotics, use of a variety 
of r.hemotherajieutic agents, unrestricted and 
indiscriminate use of various antibacterial agents 
lead to rapid development of resistant mutants 
(Mehrofra and Jain. 1969,’ Roy cf of-, 1969; 
Gillespie et of., 1971 ; Balakrishnan and Joseph, 
1972; Grunberg. 1976). 

In the present study the authors have come 
across different types of bacteria like Esch. coli, 
klebsiella, pseudomonas. Ale. faecalis, entero¬ 
cocci, Staph, aureus and proteus, which are 
arranged in order of their degree of pathogeni¬ 
city. 

The present study clearly .shows that nitro¬ 
furantoin is the most effective drug in the 
treatment of urinary tract infections, showing 
an overall inhibition of 56 per rent of urinary 
pathogens ; 72 i)er cent of Esch. coli, 68 per cent 
of klebsiella, 16 per cent strains of pseudomonas, 
20 per cent strains of Ale. faecalis, 88 per cent 
strains of enterococci. 72 per cent strains of 


Staph, aureus and 40 per cent strains of pro¬ 
teus were sensitive to this drug (Table 2). This 
finding is quite in agreement with that of 
Bhaskaran and Murti (foe. ril.). The advantages 
of this drug are active excretion in urine 
(40 per <-<*iil), oral route of administration, low 
toxicity and slow , emergence of resistant 
mutants. Nitrofurantoin can, therefore, still be 
considered the drug of choice for the treatment 
of urinary tract infeclions. However, another 
important feature noticed in the present series 
was that a fairly large number of strains of 
bacteria were resistant to all drugs. 

It has been observed by the previous work¬ 
ers (Bhaskaran and Rao. 1963) that among the 
antibiotics tested chloramphenicol was the most 
cfTective, inhibiting 69 per cent of strains of 
different organisms followed by tetracycline 
(49.5 per cent), streptomycin (45..5 per cent) and 
penicillin (1.5 [ler cent). In the present .study 
the authors recorded an observation which was 
different from the previous observations. In the 
present study among the antibiotics tested 
streptomycin was found to be highly effective 
(44 per cent) followed by ampicillin (41 percent), 
chloramphenicol (38 per cent), erythromycin 
(38 per cent), tetracycline (25 per cent) and 
penicillin (12 per cent). Also, the overall per¬ 
centage of su.sceptibility pattern is- decreasing 
each year. It has further been observed by the 
authors that the incidence of emergence of 
resistant mutants are increasing year by year, 
challenging the human race for discovery of 
newer antibacterial agents. 

SUMMARY 

In vitro sensitivity of 200 strains of urinary 
pathogenic bacteria was performed to 6 anti¬ 
biotics and one chemotherapeutic agent. 

The highest percentage (56 per cent) of 
urinary pathogens was sensitive to nitrofuran¬ 
toin followed by streptomycin (44 per cent), 
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ampicilliu (41 per cent), chloramphenicol 
(38 per cent), erythromycin (38 per cent), tetra¬ 
cycline (25 per cent) and penicillin (12 per cent). 
Among the antibiotics tested streptomycin was 
observed to be the most effective in urinary tract 
infections by different organisms. The chemo¬ 
therapeutic drug nitrofurantoin was found to 
be the drug of choice for urinary tract infec¬ 
tions ; the advantages of this drug have also 
been discussed. 
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Study of the Pre-aud Postopera¬ 
tive Gyaaecological Cases with 
Special Reference to the Changes 
in the Electrolyte Balance 
(Sodium and Potassium) 

1 S. MITRA*, M. SARKAR** 

’ (Received for publication March 3, 1975] 

Surgery has always been used as a method of 
treatment in ancient times as well as in the 
present days. Success of surgery does not depend 
only on dexterity of the surgeon but also to a 
great extent on the pre- and postoperative care 

Department of Obstetrics and Gynaecology, R. G. Kar 
Medical College and Hospital, Calcutta 
•M.B.B.S., D.G.O., D.M.C.W., M.S. (Obstetrics and 
Gynaecology), Registrar 
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of the patients. One of the essential factors in 
the postoperative care is knowledge about the 
water and electrolyte balance in the body. 
Appraisal of the electrolyte distribution is a pre¬ 
requisite for the postoperative care. 

Since the beginning of this century many , 
workers studied the postoperative conditions 
following surgical trauma which were more and 
more clear in the successive years. In the last 
2 decades many important observations related 
to water and electrolyte balance and the various 
neurohormonal control on the water and elec¬ 
trolytes in the body came, into light. Difficult 
and time consuming methods for detecting elec¬ 
trolytes in the body fluids were replaced by 
easier techniques with the advent of flame 
photometer since 1945. All these things brought 
a new era in the field of postoperative manage¬ 
ment. 

MATERIAL AND METHOD 

In the present scries 40 gynaecological cases 
were studied in the Gynaecological Department 
of the S. S. K. M. Hospital. Of the 40 cases, 20 
underwent major operations, another 20 had 
minor surgery. Out of 20 major cases, 10 cases 
had some major abdominal operations and in 
another 10 cases some major vaginal operations 
were done. 

After admission, for each case a detailed his¬ 
tory was taken and full clinical examination and 
pre-operative investigations were done. Special 
care was taken to elicit any past history of 
urinary infection, kidney diseases and chronic 
wasting diseases which might have reasonable 
influence over kidney. Past history of surgical 
interference, if any, and nature of recovery 
were noted. From the point of view of study 
the following pre-operative investigative pro¬ 
cedures w'cre done: (i) Twenty-four hours’ 
urinary output, (ii) specific gravity of urine 
from morning specimen, (iii) serum sodium and 
potassium and (iv) urinary concentration of 
sodium and potassium from samples of 24 
hours’ urine collection. 

All patients Selected for the study did not have 
any pre-operative evidence of renal impairment 
and electrolyte balance was normal. No emer¬ 
gency case was included. During operation, 
blood loss (approximate), infusions and trans¬ 
fusions given were noted. Five per cent dextrose 
solution and blood whenever necessary were 
administered during operation. 

During postoperative period, along with daily 
clinical check up, daily total urinary output, 
specific gravity of urine, serum sodium and 
potassium and urinary concentration of sodium 
and potassium were noted up to the 5th post- 
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Drug Seusitivity of Urinary Pathogenic Bacteria 

A. .lOSEinr RAYAN*. K. THARA BAI**, AFZAL UNNISA***, K. I.AIJTIIA**** 


[Rereiucd for publication Julji 5, 1976] 


Altliough with flu* nront antihiolirs and 
rtu'iiudliorapY niortalily and morbidity from 
urinarv trart inlVctions iiavo bci'ii much reduced, 
such oifeclions still ()ccuj)y the to]) position in 
the list of urolofjical disorders. This has been 
well studied by (larrod cl al. (1954), Runerjee 
(I9r»;t), Senj'ujtla and Hama (19f)4), Smallpiece 
(1904) and i)ubc el al. (1971). 

In the i>resent study, the authors have 
attempted to make a com])arative study of 
in vitro susceptibility of various urinary patho¬ 
gens isolated from urine samples of patients 
sulTering from urinary tract infection to the 
common antibiotics, viz., penicillin, streptomy¬ 
cin, chloramphenicol, tetracycline, erythromycin 
and ampicillin and a chemolherai>eulic agent, 
nitrofurantoin. 

MATERIAL AND METHOD 

Two hundred strains of micro-organisms. 
Gmm-negative bacilli and Gram-positive cocci, 
were isolated from urine samples of patients 
suffering from urinary tract infections by the 
routine cultural methods and identihed with usual 
biochemical tests (Bhaskaran and Murti, 19(>2). 
The significance of the growth in culture w'as 
confirmed by the colony count procedure. The 
strains were tested for sensitivity to penicillin, 
streptomycin, chloramphenicol, tetracycline, 
erythromycin, ampicillin and nitrofurantoin by 
the disc method. The final concentration of the 
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antibacterial agenls in each disc were as follows : 

Penicillin—10 units ; strcplomycin—10 pg. ; 
chloramphenicol—30 pg.; Iclrac.ycUne— .‘10 pg.; 
erythromycin—,30 pg.; ami)icillin —10 pg., nitro¬ 
furantoin—300 pg. 

Inoculation on digc.sf agar jdates were made 
using hroth cultures of the lest organism, and 
the discs were placed al regularly spaced inter¬ 
vals. After incubation al 37'G for 24 hours the 
diameter of the zone of inhibition was measured 
in mm. Inhibition zones of 15 mm. and above 
were taken as sensitive, 12-15 mm. as moderate¬ 
ly sensitive and less than 12 mm. as resistant. 
.Standard control organi.sm of known suscep¬ 
tibility iiallern was employed as a check on the 
activity of the discs and on the reproducihility 
of the test. 

RESULTS 

Culture of 1514 urine spta-imens gave 690 
positive growth (Tabic 1). 

Table 1—Shouiing Percentage Incidence of Organism 
in 690 Positive Cases 


Organism 

No, of cases (%) 

EscJi. coli 

474 (6H.69) 

Klebsiella 

90 (13.04) 

Pseudomonas 

.35 ( 5.07) 

Ale. faecalis 

29 ( 4.2 ) 

Enterococci 

17 ( 2.46) 

Coagulase positive Staph, aureus 

11 ( 1.59) 

Candida 

9 ( 1.3 ) 

Proteu.s 

7 ( 1.01) 

Miscellaneou.s 

18 ( 2.58) 


Two huiulrt''d micro-organisms were tested for 
this study to the 6 antibiotics and one chemo- 
therapeulic agent. Of these 50 were Hsc/i. roli, 
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Table 2—Showing Percentagea of Sensitivitv and Reaistance of Different Organisma to Different 

Antibacterial Agenta 


Organism 

Nitro¬ 

furantoin 

Penicillin 

Strepto¬ 

mycin 

Chloram¬ 

phenicol 

Tetracy¬ 

cline 

Ampicillin 

Erythro¬ 

mycin 


S 

R 

S 

R 

S 

R 

S 

R 

S 

R 

S 

R 

S 

R 


% 

% 

% 

% 

% 

% 

% 

% 

% 

% 

% 

% 

% 

% 

Each, coli 

72 

24 

10 

78 

80 

36 

28 

64 

18 

72 

56 

34 

34 

44 

Klebsiella 

68 

24 

8 

88 

60 

36 

40 

56 

20 

72 

36 

60 

44 

36 

Pseudomonas 

16 

72 

0 

100 

12 

72 

8 

80 

0 

88 

16 

70 

12 

80 

Ale. faecalia 

20 

84 

0 

92 

28 

60 

36 

56 

28 

60 

32 

64 

32 

56 

Entrerococci 

88 

8 

56 

44 

64 

24 

68 

20 

44 

40 

60 

32 

76 

24 

Staph, aureus 

72 

24 

8 

84 

52 

48 

60 

28 

40 

40 

64 

32 

68 

20 

Protfu.s 

40 

52 

0 

100 

16 

76 

32 

64 

32 

68 

8 

92 

8 

76 


Organisms showing feeble sensitivity were left out; S—Sensitive, R—Resistant 


25 klebsiella. 25 pseudomonas, 25 Ale. faecalis, 
25 enterococci, 25 Stnph. aureus, and 25 proteus. 
The results of the sensilivity test by the disc 
method are summarised in Table 2. 

Overall sensitivity pattern of the 200 strains 
of niicro-or{*anisms to the antibacterial agents is 
as follows : 

The highest |)ercentage of urinary pathogens 
were sensitive to nitrofurantoin (56 per cent) 
followed by streptomycin (44 per cent) ampi- 
cillin (41 p('r cent), chloramphenicol (38 per 
cent), erythromycin (38 per cent), tetracycline 
(25 per cent) and |)eniciliin (12 per cent). 

DISCUSSION 

As infections caused by antibiotic resistant 
bacteria are on the increase, it has become 
important to determine the antibiogram of 
different organisms to different antibacterial 
agents from lime to time to help the clinician 
for determining the effective line of treatment. 
Promiscuous use of antibiotics, use of a variety 
of clicmothera|)culic agents, unrestricted and 
imliscriminate use of various antibacterial agents 
lead to raj)id development of resistant mutants 
(Mchrotra and Jain, 1969 ; Roy et al., 1969 ; 
Gillespie et al., I97t ; Balakri.shnan and Joseph, 
1972; Grunherg. 1976). 

In the prescnl study the authors have come 
across different types of bacteria like Esch. coli, 
klebsiella, pseudomonas, Ale. fnec<ilis, entero¬ 
cocci. Staph, aureus and proteus, which are 
arranged in order of their degree of pathogeni¬ 
city. 

The present study clearly shows that nitro¬ 
furantoin is the most effective drug in the 
treatment of urinary tract infections, showing 
an overall inhibition of .56 per cent of urinary 
pathogens ; 72 |)er cent of Esch. coli, 68 per cent 
of klebsiella. 16 per cent strains of pseudomonas, 
20 per cent strains of Ale. faecalis, 88 per cent 
strains of enterococci. 72 per cent strains f'f 


Staph, aureus and 40 per cent strains of pro¬ 
teus were sensitive to this drug (Table 2). This 
finding is quite in agreement with that of 
Bhaskaran and Murli {loc. cil.). The advantages 
of this drug are active excretion in urine 
(40 per cent), oral route of administration, low 
toxicity and slow , emergence of resistant 
mutants. Nitrofuranloin can, therefore, still be 
considered the drug of choice for the treatment 
of urinary tract infections. How'ever, another 
important fealun* nolice.d in the present series 
w’as that a fairly large number of strains of 
bacteria were resistant to all drugs. 

It has been observed by the previous work¬ 
ers (Bhaskaran and Rao, 1963) that among the 
antibiotics tested chloramphenicol was the most 
effective, inhibiting 69 per cent of Strains of 
different organisms follow'cd by tetracycline 
(49.5 per cent), streptomycin (45..5 per cent) and 
penicillin (1.5 jjer cent). In the present study 
the authors recorded an observation which w'as 
different from the previous observations. In the 
present study among the antibiotics tested 
streptomycin w’as found to be highly effective 
(44 per cent) followed by ampicillin (41 per cent), 
chloramphenicol (38 per cent), erythromycin 
(38 per cent), tetracycline (25 per cent) and 
penicillin (12 per cent). Also, the overall per¬ 
centage of suscej)tibility pattern is- decreasing 
each year. It has further been observed by the 
authors that the incidence of emergence of 
resistant mutants are increasing year by year, 
challenging the human race for discovery of 
newer antibacterial agents. 

SUMMARY 

In vitro sensitivity of 200 strains of urinary 
pathogenic bacteria was performed to 6 anti¬ 
biotics and one chemotherapeutic agent. 

The highest percentage (56 per cent) of 
urinary pathogens was sensitive to nitrofuran¬ 
toin followed by streptomycin (44 per cent). 
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ampicilltn (41 per cent), chloramphenicol 
(38 per cent), erythrom 5 xin (38 per cent), tetra¬ 
cycline (25 per cent) and penicillin (12 per cent). 
Among the antibiotics tested streptomycin was 
observed to be the most effective in urinary tract 
infections by different organisms. The chemo¬ 
therapeutic drug nitrofurantoin was found to 
be the drug of choice for urinary tract infec¬ 
tions ; the advantages of this drug have also 
been discussed. 
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Study of the Pre-and Postopera¬ 
tive Gyaaecological Gases with 
Special Reference to the Changes 
in the Electrolyte Balance 
(Sodium and Potassium) 

1 S. MITRA', M. SARKAR** 

’ [Received for publication March S, 1975] 

Surgery has always been used as a method of 
treatment in ancient times as well as in the 
present days. Success of surgery does not depend 
only on dexterity of the surgeon but also to a 
great extent on the pre- and postoperative care 
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of the patients. One of the essential factors iu 
the postoperative care is knowledge about the 
water and electrolyte balance in the body. 
Appraisal of the electrolyte distribution is a pre¬ 
requisite for the postoperative care. 

Since the beginning of this century many 
workers studied the postoperative conditions 
following surgical trauma which were more and 
more clear in the successive years. In the last 
2 decades many important observations related 
to water and electrolyte balance and the various 
neurohormonal control on the water and elec¬ 
trolytes in the body came into light. Difficult 
and time consuming methods for detecting elec¬ 
trolytes in the body fluids were replaced by 
easier techniques wdlh the advent of flame 
photometer since 1945. All these things brought 
a new era in the field of postoperative manage¬ 
ment. 

MATERIAL AND METHOD 

In the present series 40 gynaecological cases 
were studied in the Gynaecological Department 
of the S. S. K. M. Hospital. Of the 40 cases, 20 
underwent major operations, another 20 had 
minor surgery. Out of 20 major cases, 10 cases 
had some major abdominal operations and in 
another 10 cases some major vaginal operations 
were done. 

After admission, for each case a detailed his¬ 
tory was taken and full clinical examination and 
pre-operative investigations were done. Special 
care was taken to elicit any past history of 
urinary infection, kidney diseases and chronic 
wa.sting diseases which might have reasonable 
influence over kidney. Past history of surgical 
interference, if any, and nature of recovery 
were noted. From the point of view of study 
the following pre-operative investigative pro¬ 
cedures were done: (i) Twenty-four hours’ 

urinary output, (ii) specific gravity of urine 
from morning specimen, (iii) scrum sodium and 
potassium and (iv) urinary concentration of 
sodium and potassium from samples of 24 
hours’ urine collection. 

All patients Selected for the study did not have 
any pre-operative evidence of renal impairment 
and electrolyte balance was normal. No emer¬ 
gency case was included. During operation, 
blood loss (approximate), infusions and trans¬ 
fusions given were noted. Five per cent dextrose 
solution and blood whenever necessary were 
administered during operation. 

During postoperative period, along with daily 
clinical check up, daily total urinary output, 
specifle gravity of urine, serum Sodium and 
potassium and urinary concentration of sodium 
and potassium were noted up to the 5th post- 
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nporalive day. All cases had uneventful post¬ 
operative stale. 

OBSERVATIONS AND DISCUSSION 
The f'ynaocologic.al disorders for which sur¬ 
gery was indicated in 40 eases are shown in 
'I’ahle 1 - 

Table l—Uhvwiny Indications of Operation 


Major abdominal 

Major vaginal 


Minor operations 

operations 


operations 




Fibroid uterus 

5 

Procidentia 

3 

Primary 






infertility 

3 

Cancer cervix 


Cy.sloceIe + 


.Secondary 


stage II para¬ 
metrium 

1 

rcctocele 

4 

infertility 

1 

Dy.sfunctional 


Second degree 


Erosion 


uterine hae¬ 


uterine pro¬ 


cervix 

7 

morrhage 

2 

lapse 

1 



.Stress inconti¬ 


Ileclocele -1- 


Dysmenorr- 


nence of 


erosion 


hoca 

1 

unne 

1 

cervix 

2 



Primary infer¬ 




Endometrial 


tility 

1 



polyp 

Dysfunctional 

2 





uterine hae¬ 
morrhage 

1 





Menorrhagia 

Missed 

2 





abortion 

1 





Chronic ccr- 
victitis 
Stricture 

1 





urethra 

1 


'J'otal 10 10 20 


'I'ahle ‘J shows dilTerenl types of surgical 
])roeediires ado])led in the series. 

Hlood loss and hainlliiig of the tissue were 
<neragc for the type of operation done and no 
coin plica I ions arose during operative procedures. 

'I'able ,'l shows results of biochemical investi¬ 
gations and examination of urine. 

Oliguria was a common finding following 
surgical trauma. On the first postoperative day 
alt cases .showed oliguria, the degree of which 
dejicnded on lh»' intensity of trauma. Minor 
group did not show much oliguria. Wynn 
nt)B(>) o]>ined that neiirohormonal stimulus to 
the 3rd ventricle caused stimulation of the 
anterior pituitary leading to secretion of the 
adrenocorticotropbic hormone.s and thu.s con¬ 
trolling the urinary output in postoperative 
patients. This resulted in increased output of 
hydrocorti.sone. There was also increased secre¬ 
tion of aldosterone from the adrenal cortex in 
response to a fall of blood jiressure or a 
decreased circulatory blood volume. Any trauma 
also produces a release of anlidiuretic hormone 
from the neuroepiphysis. Overall i*esult.s weie 
water and .sodium retention. When the mag¬ 
nitude of trauma was less, metabolic response 


Table 2—Showing Different Types of Surgical 
Procedures 


Major abdomi¬ 
nal operations 

Major vaginal 
operations 

Minor operations 

Salpingolysis + 

Wardmayo’s 

D & C 

6 

ovarian 

operation 2 

D & I 

1 

resection 4- 




Gilliam.s 




operation 1 




Abdominal 

Wardmayo’s 

D, I & C 

3 

myomectomy 4 

hysterec- 

D & C -b re- 



tomy -b left- 

moval of cn- 


Wertheim’s 

sided salpingo- 

dometrial 


operation 1 

oophorec- 

polyp 

1 


tomy 1 

D & C -1 cer- 


Marshall 

Fothergill’s 

vical biop.sy -b 


Marchettl- 

operation 2 

cauterisation 


operation 1 

Anterior col- 

of cervix 

2 


porrhaphy + 

D & C -f- cer- 


Total hysterec- 

colpoperi- 

vital biopsy 

1 

tomy f right- 

neorrhaphy 2 

D & C -b cau- 


sided salpingo- 

Pelvic floor 

lerisation of 


oophorectomy 1 

repair with 

cervix 

4 

Total hys- 

vaginal liga- 

Cervical 


terectomy 1 

tion of tubes 1 

biopsy 4 cau- 



D & C -1- cau- 

terisation 


Total hy.sterec- 

terisation of 

of cervix 

1 

tomy + bila- 

cervix H- col- 

Examination 


teral salpingo- 

poperineorr- 

under anaes- 


oophorectomy 1 

hapy 2 

Ihesia + dila- 




tation of 




urethra 

1 

Total 10 

10 

20 


to trauma was also less as shown in the find¬ 
ings of the minor operations’ group. 

Rise of specific gravity of urine in the post- 
«)peraliv(> ])eriod is a well established finding 
(Walter and Israel, 1967 ; llowkins, 1968) and 
the findings of the presimt series corroborated 
the same. It also gave information about renal 
function as urine was concentrated in the renal 
tubule.s. 

Most of the sodium in the blood is extracellu¬ 
lar and Serum sodium estimation along with 
urinary sodium are sufficient for the posl- 
operati\'e follow-up. In the present study serum 
sodium and urinary excretion of sodium both 
fell from normal levels markedly in the imme¬ 
diate postoperative period for all cases which 
gradually attained the pre-operative levels with¬ 
in THi days. It corroborated the findings of 
Moore (1953). Bourne and William (1962), 
Wynn (/or. ril.) and Jamieson and Kay (1965). 

In the present scries, during the postopera- 
ti^’e period there was very slight rise of blood 
})otassium particularly in the cases of major 
operations’ group, but urinary potassium excre¬ 
tion was markedly increased during the Isl and 
‘2nd [lostoperative days in all groups which 
gradually reduced in the successive days. The 
urinary excretion of potassium in Wertheim’s 
operation indicated Uie mutilating, marked trau- 
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Table S—Showing Mean Pre-and Postoperative Electrolytes, Specjic Gravity and Volume {ml.) of Urine in 

the 40 Operated Cases 


Investigation 

Operations 



Postoperative 



opera¬ 

tive 

1st 

day 

2nd 

day 

3rd 

day 

4th 

day 

5th 

day 

Urinary output 

Major abdominal 

1555 

798 

1052 

1365 

1459 

1573 

(ml. in 24 hours 

Major vaginal 

1564 

819 

998 

1379 

1501 

1621 


Minor 

1530 

1331 

1471 

1543 

1540 

1542 

Specific gravity 

Major abdominal 

1008.2 

1017.6 

1014.6 

1011 

1007.8 

1008.6 

of urine 

Major vaginal 

1008.4 

1015.2 

1017.4 

1011.8 

1009 

1008 


Minor 

1007.8 

1011.4 

1010.4 

1008.9 

1008.4 

1007.5 

Seriun Sodium 

Major abdominal 

142.6 

134.4 

137.7 

137.9 

138.7 

140.B 

(mEq./l,) 

Major vaginal 

141.8 

134.6 

138.1 

138.2 

138 

141 


Minor 

142.2 

136.5 

138.3 

138.3 

140.2 

142 

Serum potassium 

Major abdominal 

4.15 

4.34 

4.21 

4.15 

4.4 

4.1 

(mEq./i.) 

Major vaginal 

4.14 

4.32 

4.2 

4.14 

4.12 

4.13 


Minor 

4.14 

4.17 

4.15 

4.15 

4.14 

4.13 

Total daily 

Major abdominal 

75 

36.9 

41.1 

56.8 

.58.9 

77,5 

urinary sodium 

Major vaginal 

76.5 

37.9 

42 

58.7 

59 

77.9 

(mEq.) 

Minor 

84.9 

51.1 

67.7 

84.7 

85 

85 

Total daily 

Major abdominal 

30.9 

57.4 

42.5 

36 

32.8 

30.8 

urinary 

Major vaginal 

29.8 

56.6 

40.5 

35 

31 

32.6 

potassium (mEq.) 

Minor 

30 

51.8 

33.6 

27.4 

27 

28.2 


jp.atic luilure of tlu* ()]H'i'ation ; in this case daily 
pufassium excretion was high which was sus- 
lainotl for a longer jKjsloperalive period ; the jire- 
operalive level was 2(1 mEq. On the Isl, 2iid, 
ilrcl, 4th and 5th postoperative days the le\els 
were 68, 75, 60, 49 and 58 mEq. respectively. 

Pre-operative total urinary potassium output 
for all cases was on the lower side of the nor¬ 
mal level. 

SUMMARY AND CONCLUSION 

Forty indoor patients from the Gynaecologi¬ 
cal Ward were selected and studied. Among 
them in 10 eases some types of major abdomi¬ 
nal operations, in another 10 cases major vsigi- 
nal operations and in the remaining 20 cases 
some minor surgical operations were done. 

In all cases besides thorough clinical exami¬ 
nations and routine investigations, 24 hours’ 
urinary output, specific gravity of urine, and 
estimation of serum sodium and potassium and 
urinary sodium and potassium concentrations 
were done. The above tests were also carried out 
daily for the Arst 5 postoperative days. 

For all cases pre-operative water and electro¬ 
lyte balance were normal and no complications 
arose during opiiration or in the postoperative 
period. 

In the immediate postoperative period reten¬ 
tion of water in the body occurred with oliguria 
and high specific gravity of the urine. In the 
successive days urinary output increased with 
lowering of specific gravity. 

In the immediate postoperative period plasma 


Sodium level dropped with dec.reasi> in total 
urinary sodium output. In the subsequent days 
blood sodium level was gradually raised and 
there was also rise of urinarv sodiuni output 
which gradually gained jjre-ojK'rative levels 
round about the 5lii po.stoiuMative day. 

Serum potassiuin level might have been nor¬ 
mal or slightly elevated but total urinary 
potassiuin excretion wa.s markedly increased on 
the Isl postoperative day which came down to 
more or loss the pre-operative level within 
4-5 days. 

Studies on the.se patterns of metabolic changes 
will dictate the treatment and follow-uj) of the 
jiatients with normal and abnormal lluid and 
electrolyte balance in tin* postoperative period 
following gynaecological operations. 
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PRACTITIONERS SERIES 


Primary Amenorrhoea 

(Clinical Evulnution of Aotiolo^'ical I'uclors) 

B. N, CIIAKHAVARTY* 

Aiiicuorrhoca is essentially an outslaiulin^ 
symiitoni of sonic local, genetic, eiulocrinal or 
conslitutionul di.sorders. These disorders, basi¬ 
cally responsible for primary amenorrhoea. have 
almost always some specific clinical manifcslu- 
tions. With few exccjitions, these physical signs 
arc so apparent that the clinical diagnosis of the 
aeliologieal factors of primary amenorrhoea 
<locs not scorn to he very ditficiilt. Laboratory 
tests arc undoubtedly helpful for corroboration 
of the clinical diagnosis. Bui on practical consi¬ 
derations. detailed investigations like cndocrinal 
and chromosomal studies can perhaps be 
limited only to the doubtful cases where clini¬ 
cal diagnosi.s remains diS))utcd. 

The purpose of the present communication, 
therefore, is to emphasise the importance of 
clinical parameters hj’ which the probable 
aeliologieal factors of primary amenorrhoea 
can be determined. The scope and limitation of 
the clinical evaliiati«»n wore assessed by a few 
Inboralory invesligalions and in selected cases 
by laparotomy findings. 

CLINICAL ASPECT 

The present study is based on the review of 
1*27 rases of primary amenorrhoea who attended 
the Gynaecological Outpatients Department of 
Nilratan Sircar Medical College and Hospital, 
Calcutta, during the period January. 1974 to 
May. 1977. Cases of physiological amenorrhoea 
and eryptomcnorrhoea due to imperforate 
hymen were excluded from the present study, 
llie minimum ago of the patient at first visit 
was 13 years and the maximum 38. Relevant 
facts in the history were noted and thorough 
clinical examination was made in each case. 
In adolescent young girls when clinical examina¬ 
tion did not reveal any apparent abnormality, 
special investigations were delayed till the age 
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of 16. Cases where amenorrhoea was induced 
by operation, radiation and medication were not 
included in the present study. 

The basic lesions responsible for primary 
amenorrhoea in 127 cases reviewed in the pre¬ 
sent series have been rlassfied groupwise and 
illustrated in Table 1. 


Tabic 1 —Showing Gross Pathological Lesions in 
Primary Amenorrhoea 


Pathological lesions with diagnosis 

No. 

of cases 

Developmental defect of the genital 

tract 


83 

Complete absence of the vagina 

with absence of functioning uterus 

71 


Partial absence of or transverse 
septum in the vagina with 
partially or normally function¬ 
ing uterus (haematocolpos with 

haematometra) 

12 


Abnormal chromosomal pattern 


30 

Testicular feminisation 

7 


Gonadal dysgenesis 

23 


(Pure gonadal dysgenesis—14) 

(Mosaic gonadal dysgenesis—9) 

Absence of co-ordinated function of 

hypothalamic-pituitary-ovarian axis 


9 

Hypogonadotrophic hypogonadism 

4 


Stein-Leventhal syndrome 

2 


Delayed puberty 

2 


Primary ovarian failure 

1 


Dysfunction of thyroid and adrenal 

cortex 


2 

Cretinism 

1 


Adrenogenital syndrome 

1 


Metabolic disorders 


3 

•luvenilc diabetes 

1 


Uterine synechiae (tuberculous) 

2 



HISTORY: 

Age at first visit —It has been observed in the 
present study (Table 2), that 56 cases came for 
treatment of amenorrhoea above the age of 20. 
They, however, sought medical relief at an 
earlier age yet they could not get proper advice 
because the basic actiopathological factor was 
not precisely appreciated by the medical 
attendant. 


Table 2—Showing Age at Firtt Virit 


Age in years 

Below 16 

16-20 

21-25 

Above 25 

Number of 




cases 17 

54 

42 

14 

(13.3%) 

(42.5%) 

(33.1%) 

(11.1%) 


Heredity —Certain types of primary amenorr- 
hocn are heredofamilial in nature. For example, 
in delayed menarche, there may be similar 
history of late onset of menstruation in other 
members of the family. Testicular feminisation 
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syndrome is often found in multiple sibs of the 
same family and their maternal aunts (Philip 
and Trolle, 1965). Two of the 7 cases reported 
here had similar history. They were aged 28 and 
32 years and were phenotypically females; the 
gonads were testes, karyotype 46, XY. Familial 
link appears to be unusual in cases of gonadal 
dysgenesis. However, 2 families have been re¬ 
corded in the present series where sisters were 
pffected by this genetic disorder, mosaic gonadal 
dysgenesis. 

History of medical disetises —Genital tuber¬ 
culosis usually presents with secondary 
amenorrhoea but primary amenorrhoea, parti¬ 
cularly in our country, is not uncommon 
(Deshpande ef al., 1966; Paranjothy, 1966; 
Asolkar and Sutaria, 1966; Bhargava and 
Madan, 1969). Two cases in the present scries 
had uterine synechiae consequent to genital 
tuberculosis and one of them has been reported 
in an earlier communication (Chakravarty, 1977). 
Tuberculous intra-utcrine adhesions leading to 
amen.<rrhoea have also been reporled by 
Polishuk et al. (1962). Th«' cases in the present 
series could be diagnosed only by hystcrogram 
and no positive history of primary infection 
could be elicited. 

Diabetes is not a common cause of amenorr¬ 
hoea. One case of juvenile diabetes has been 
recorded in the present series and the diagnosis 
was established during routine investigation of 
amenorrhoea. Amenorrhoea in such cases is due 
to the effect of insulin deficiency on the hypo- 
thalamic-piluilary-ovarian axis (Friedrich and 
Davis, 197.5). Such ty|>c of amenorrhoea is 
usually associated with hypogonadism. Family 
history is significant for the diagnosis but bio¬ 
chemical test is certainly essential for confirma¬ 
tion. 

,Of/ier features —Abnormal gain or loss of 
weight are suggestive of some endocrinal or 
metabolic disorder. Periodic lower abdominal 
pain with or without dysuria indicates the 
possibility of hacmatocolpos 'due to imperforate 
hymen or vagina septum. History of hormone 
treatment during intra-utcrine life and abnor¬ 
malities of early development may be helpful 
for the diagnosis of the aetiological basis of 
some form of intersexual disorders. 

GENERAL EXAMINA'HON: 

General appearance of the patient presenting 
with the symptom of primary amenorrhoea 
offers quite a substantial clue for the presump¬ 
tive diagnosis of the aetiopathological basis. 
The mere presence or absence of secondary sex 
characters with or without features of apparent 
endocrinopathy is very much informative. The 


approach to clinical diagnosis based on these 
observations has been shown in Table 3. 

Table 3—Showing Diagnosia Baaed on the Finding* of 
General Examination 


Findings of general examination with 


Secondary sex characters normal with 
normal distribution of sexual hair 85 

Developmental defect of genital tract 83 
Uterine synechiae 2 

Secondary sex characters normal with 
scanty sexual hairs (testicular femini.sa- 
tion syndrome) 7 

Secondary sex characters poorly develop¬ 
ed with scanty sexual hairs 16 

Mosaic gonadal dysgenesis 0 

Delayed puberty 2 

Hypogonadotrophic hypogonadism 4 

Juvenile dial '■tes I 

Secondary sex characters absent including 
absent sexual hairs 15 

Pure gonadal dysgenesis 14 

Primary ovarian failure 1 

Other specific features of endocrinopathy 
e.g., hirsutism, obesity, abnormalities of 
hei^t and span, mental retardation, elc. 4 

Polycystic ovary 2 

Cretinism 1 

Adrenogenital syndrome 1 


Secondary sex characters Primary amenorr¬ 
hoea presenting with normal .secondary sex 
characters could bo duo to either genital tract 
defect or uterine synechiae. Barely such condi¬ 
tions exist with abnormal chromosomal pattern 
like testicular I’eminisation syndrome. Moderate¬ 
ly develope«l .secondary sex character is observed 
in mosaic ^•arioty of gonadal dysgenesis and 
delayed puberty. In hy|>ogonadotrophic hypo¬ 
gonadism, the secondary sex characters are 
iLSually normal and occasionally poorly develop¬ 
ed. Secondary sex (diaracters are invariably 
absent in gonadal dysgenesis, pituitary dwarf¬ 
ism, congenital thyroid hypoplasia (cretinism) 
and primary ovarian failure (cnuchoid hypo¬ 
gonadism). It is often dilTirult to differentiate 
these conditions clinically but evaluation of 
stature of the patient may offer some useful 
information for the differential diagnosis. 

Stature —In primary amenorrhoea the stature 
may be short in gonadal dj-sgenesis, pituitary 
dwarfism and cretinism. Gonadal dysgenesis, as 
reported by different authors (Jagicllo et al., 
1%6; Evans, 1971) is responsible for primary 
amenorrhoea in 20 to 44 per cent of cases. There 
are many ])hysical signs of Turner’s syndrome 
but 2 of them arc considered classical. These 
are short stature and absence of secondary sex 
characters. 

In hypopituitarism, the growth may be either 
Stunted or normal. Hypopituitarism leading to 
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amenorrhoea may be of 2 types. In one variety 
(panhypopituitarism) all the trophic hormones 
of the pituitary are deficient and, therefore, in 
atldition to amenorrhoea the patient will suiter 
from lack of all other trophic hormone.s. In the 
other variety of hypopituitarism (selective) it is 
the gonadotrophic hormone which is deficient 
and, therefore, except amenorrhoea there are no 
Other evidence indicative of pituitary dysfunc¬ 
tion. It seems strange that even in this type of 
hypogonadotrophic hypogonadism, although 
there is amenorrhoe.n, tlie secondary sex charac¬ 
ters remain normal. It is known (Nikitovitch- 
Winer, 197.')) that pituitary gonadotrophic hor¬ 
mone is released in response to LH releasing 
factor from hypothalamus not only acutely but 
also chronically in tonic amounts that maintain 
the l)asal fimclion of their target organs. I'or 
example, 1,11 is not only massively released pre¬ 
ceding ovulation, hut also it is secreted in basal 
amounts throughout the cycle. In ])ituitary hypo¬ 
gonadism, it is unlikely that both massive and 
tonic secretions fail. On the other hand, it is the 
massive secr(’li«)n which may h(' absent loading 
to amenorrlioea hut the tonic, secretion con¬ 
tinues Iciiding to normal growth and develop¬ 
ment of the secondary sex characters. In clinical 
practice, examples of panhy|)opituitarism is rare, 
while Selective hypopituitarism is more com¬ 
mon. l'"our cases of the present series had pri¬ 
mary amenotrhoea due to hypogonadotrophic 
hypogonadism (selective). They had normal 
secondary sex characters with average height. 

B(‘sides Turner's syndrome and pituitary 
dwarfism, the stature may be short in amenorr¬ 
hoea due to thyroid dysfunction. New (1964) 
has |)ninled out that thyroid hormone seems to 
be the most important factor for growth stimu¬ 
lation during infancy. Mental retardation in 
addition to stunterl growth, amenorrhoea and 
hypogonadism are characteristic of thyroid 
hypoplasia. A case of cretin has been recorded 
in the present study. 

Yory exceptionally with absent or poorly 
developed secondary sex cheracters the subject 
may be of normal height. These features may 
be present in mosaic gonadal dysgenesis and in 
primary ovarian failure. In primary ovarian 
failure the lower part of the body (below the 
symphysis) is longer than the upper half and 
the span is equal or even more than the height. 
Such features do not exist in mosaic gonadal 
dysgenesis. Primary ovarian failure may be due 
to prepuliertal infection (viral or bacterial) or 
due to genetic disorder (Kinch et af., 1965; 
Philip et al.. 1965). 

Obesily and hirsutism —Obesity is not an un¬ 
common association of amenorrhoea. This is 


more commonly associated with secondary 
amenorrhoea. The cause of obesity may be pre¬ 
sent in the pituitary, adrenal cortex or ovary. 
Pituitary obesity (adiposogenital dystrophy) is 
restricted to the area of mammary glands, pelvic 
girdle and mons pubis (Israel, 1967). In primary 
amenorrhoea obesity due to adrenccortical 
dysfunction can be reasonably ruled out because 
this is a feature of Cushing’s syndrome which is 
responsible for secondary amenorrhoea. 

Obesity may be the least common feature in 
Stein-Leventhal syndrome and when present is 
f»f moderate degree. The uniform distribution of 
fat in Stein-Leventhal syndrome dilTerentiatos 
this condition from obesity due to other causes. 
In addition to obesity there is hirsutism. Two 
cases of the present series belonged to this 
group (Table 1). Huffman (1976) has reported 
polycystic ovary syndrome causing amenorrhoea 
and hirsuti.sm in a young girl aged 12 who hud 
only one period at the age of 11 years. Vasistha 
and Aggarwal (1977) have reported primary 
amenorrhoea in 2 cases due to jirepuberlal |)oly- 
cystic ovaries. 

Ollier features —Other physical abnormalities 
associated with primary amenorrhoea like 
shortness of 41h metacarpal or metatarsal, 
webbing of the neck, shield chest, eye defects 
and cubitus valgus are occasional features of 
one specific, syndrome known as gonadal dys¬ 
genesis (Turner’s syndrome). 

EXAMINATION OP EXTERNAL GENITALIA: 

Table 4 shows the abnormalities of external 
genitalia and I'ahle 5 maldevelopment of vagina. 


Table Showing Abnormalities of the External 
Genitalia (36 Cases) 


Types of abnormalities 

No. of cases 

Enlargement of phallus 

2 

Scanty pubic hair 

29 

Labial fusion appearing like under- 


developed scrotum 

1 

Ectopic gonads 

4 

Table 5—Shoteinp Maldevelopment of 

the Vagina 

(90 Cases) 


Types of maldevelopment 

No. of cases 

Complete absence 

71 

Partial absence or transverse septum 

12 

'Short blind' vagina 

7 


Enlargement of phallus — These patients 
usually come with the problem of ambiguous 
sex rather than with the symptom of primary 
amenorrhoea. Though differential diagnosis has 
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to be confirmed by examination of buccal Smear 
for sex chromatin and biopsy of the gonad, yet 
there are certain clinical points by which the 
probable diagnosis in these cases can be reason¬ 
ably ascertained. Enlargement of the phallus 
with primary amenorrhoea is found in associa¬ 
tion with female intersex (adrenogenital syn¬ 
drome), male intersex (undermasculiniscd male) 
or with hermaphroditism. The urethra usually 
opens on the perineum but may be prolonged 
along the ventral surface of the phallus giving 
the appearance of hypospadiac iJenis. The 
scrotum will either look normal or like fused 
labia (Dewhurst ami Ronald, 1969). With these 
findings of the external genitalia if even one 
gonad is palpable externally, the possibility of 
female intersex can be easily ruled out and the 
individual is perhap.s a hermaphrodite or male 
intersex. If on the other hand, the gonads are 
not palpable externally and the scrotum looks 
like fused labia, in majority of cases, the most 
certain diagnosis would be a female intersex, 
i.e.,' adrenogenital syndrome (Fig. 1). Rarely, 
enlarged phallus may be observed in some cases 
of incomplete variety of testicular feminisation 
(Philip and Trolle, loc. cit .; W^ilson, 1974). 
However, in testicular feminisation syndrome, 
the labial fusion is absent, vagina though ‘short 
and blind’ is present and ectopic gonad or 
gonads may be palpable externally. One such 
case has been recorded in the present series. 








Fig. 1—Showing Enlarged Phallus and Fused Labia 
with Coarse Pubic Hairs in a Girl Aged IS Years with 
Adrenogenital Syndrome 

Lastly enlarged phallus may be observed in 
association with some hormone producing 
tumours of the ovary, e.g., arrhenoblasloma. In 
these cases secondary rather than primary 
amenorrhoea is common. Dysgerminoma may 
occasionally be associated with enlarged clitoris 
and other features of virilisation (Novak and 
Woodruff, 1967), Absence of other abnormalities 

i 


of external or internal genitalia and presence of 
extra-uterine pelvic lump will indicate the 
possible existence of an ovarian tumour. 

Presence of ectopic gonads — Whenever a 
gonad is palpated externally in an otherwise 
phenotypical female (Fig. 2) with a normal or 
short blind vagina, the diagnosis of testicular 
feminisation syndrome can be reasonably estab¬ 
lished. Well developed breasts with externally 
palpable gonad may be present in true her¬ 
maphrodites but presence of modified external 
genitalia indicating an ambiguous sex, dilTer- 
entiates this condition from pure testicular 
feminisation syndrome. 



Fig. 2—Showing Gonad (Testis) in Labia Majora 
(Testicular Feminisation Syndrome) 


Pubic hair —Scanty pubic hair may be observ¬ 
ed in hypopituitarism, primary ovarian failure 
(cnuchoid hypogonadism), gonadal dysgenesis 
and in testicular feminisation syndrome. In testi¬ 
cular feminisation syndrome, the secondary sex 
characters arc normal but the uterus is absent, 
whereas in all other conditions, the secondary 
sex characters are absent and the uterus though 
small, is invariably present. 

Maldevelopmenl of the ungina —A definite 
correlation almost always exists between the 
degree of maldevelopment of the vagina and the 
nature of abnormalities found in the internal 
pelvic organs. With partial agenesis of or trans¬ 
verse septum in the vagina the presence of a 
partially or normally functioning uterus is the 
rule (haemalocolpos or haematometra), whereas 
in complete agenesis simultaneous absence of a 
functioning uterus has been noted in all the 
cases reviewed in the present series. 

KXAMINATION OF PEa,VJC OHQANS: 

Examination of the pelvic organs were carried 
out by the rectal route and the relevant findings 
ere shown in Table Q, 




Table 6—Showing the Findings on Palpation of the 
Internal Pelvic Organs (Rectal Examination under 
Anaesthesia) 


Findings 

No. of cases 

Uterus absent 

78 

Rudimentary or hypoplastic uterus 

38 

Normal sized uterus 

4 

Size of the uterus could not be properly 
assessed bi'euuse of haematocolpos or 
haematometra 

12 

Adnexal lump 

2 


Uterus ohseni- When the vagina is present 
the possible diagnosis is lestieular feminisation. 
Presence ol' vagina indicates a reasonable depth 
of the organ not created artiiicially by sexual 
inteicourse. Such type of artiiicially created 
vagina without the uterus with well developed 
secondary sex characters may be found in asso¬ 
ciation with muellerian dysgenesis (Chakravarty 
el uL, 1970). 

Uterus rudimenlarii or hypoplastic —In these 
cases the vagina is usually well developed but 
th(! oestrogenic elfecl on the vagina (resilience 
and rugosilyj is absent or poor. Such conditions 
may be due to gonadal dysgenesis, primary 
ovarian failure, hyj)ogonudotrophic liyjmgonad- 
ism, delayed menarche and ainenorrhoea due to 
metabolic disorders. In gonadal dysgenesis and 
primary’ ovarian failure the secondary sex 
characters are absent, whereas in hypogonado- 
trojiinc hypogonadisin the secondary sex charac¬ 
ters may be normal. 'Khe dilTerential diagnosis 
may not be, however, so simple because in some 
cases of mosaic gonadal dysgenesis the sccond- 
dary sex chare tors may be well developed, 
whereas in hypogonadolrophic hypogonadism 
the secondary sex characters may be i)oor. The 
diagnosis is established by karyotyping and 
estimation of pituitary gonadotrophins. Delayed 
iTK'narche is a ndrospectivc diagnosis. The 
diagnosis of metabolic di.sorder has to be estab¬ 
lished by si>ecific laboratory tests. 

Uterus normal in sire—The uterus is normal 
in size in .Stein Leventhal syndrome and in 
uterine synechiae. In some cases of congenitally 
maldevelujied vagina (partial agenesis or trans¬ 
verse sejitum), the uterus aiiitears to be en¬ 
larged. It is not possible to ascertain the size of 
the uterus precisely in these ca.ses because of 
associat<‘d haematocolpos and haematometra. 
Uterine malformation is a common finding with 
this type of vaginal maldevelopment. 

In the phenotypical female with normal sized 
vagina and with the presence of a uterus (small 
or normal sized), further investigations are 
delayed till the age of 16. As an initial step, an 


attempt is made to induce withdrawal bleeding 
by a combination of oestrogen and progesterone. 
If there is a positive response, the presumptive 
diagnosis should be delayed menarche or hypo- 
guiiadotrophic hypogonadism. If the patient 
dues not respond then the ditTereulial diagnosis 
rests between uterine synecliiae and the rare 
condition of congenitally unresponsive endo¬ 
metrium (Israel, /or. cil.). 

Adnexal /ujmp--Bilaleral polycystic ovary was 
found to be responsible for primary ameiiorrhoca 
in 2 eases only (Tabic 3). Polycystic ovary 
syndrome is usually associated with oligo- 
nienorrhoca and sccomlary amcnorrhoea. 

The comprehensive clinical ajjproach outlined 
above was found useful for establishing the 
diagnosis of the actiological factors of primary 
amcnorrhoea in 109 out of 127 cases reviewed. 
Pew laboratory tests wt-i-e ijorformed to corro¬ 
borate the clinical diagnosis. In the rcjnuining 
18 cases, the exact aetiopathology remained 
inconclusive till the reports of the special in¬ 
vestigations were available. Tables 7 and 8 
illustrate Ihc types of cases which could or could 
not he diagnosed hy clinicai examination alone. 

Table 1—Shon'ing the Diagnosis Based on Clinical 
Examination 


Diagnosis 

No. of c ases 

Genital tract defect 

U3 

Te.sticuiar fcminisation syndrome 

6 

Pure gonadal dysgenesis 

14 

Stein-Lfcventhal syndrome 

2 

Cretinism 

1 

Adrenogenital syndrome 

1 

Delayed puberty 

2 

Table 8—Showing the Diagnosis Based on the Report 

of Investigations 


Diagno.sis 

No. of cases 

Incomplete variety of testicular 


fcminisation syndrome 

1 

Mosaic gonadal dysgenesis 

9 

Primary ovarian failure 

1 

Hypogonadotrophic hypogonadism 

4 

.Juvenile diabetes 

1 

Uterine synechiae (tuberculous) 

2 


SPECIAL INVESTIGATIONS: 

Groups of clinical data formed the basis on 
which Special investigations were planned. 
Majority of these investigations were performed 
for corroboration of the clinical diagnosis, A few 
however, were found absolutely essential for the 
differential diagnosis. 

Secondary sex characters normal with deve- 
lopmental defect of the uuyina and muellerian 
ducfs--E.xamination of buccal smear for 
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nuclear chromatin was done in each case and 
all were found chromatin positive. It is nut 
essential to df) karyotype in these cases though 
Haiuser (1976) has reported evidence of banding 
anomaly of ‘X’ chromosome in some of this 
specific syndrome’. Intravenous pyelograni 
should be done as a routine because unilateral 
urinary tract abnormalities are not uncommon 
with muellerian dysgeneis. Six out of 71 cases 
of muellerian dysgencis (7.1 per cent) in the 
present series showed this type of abnormality. 
Pelvic pneiimogram and laparoscopic examina¬ 
tions are hel|)fi]l investigation's. La|)nrotomy in 
the present study, has been found more useful 
for corroboration of the diagnosis as well as to 
obtain biopsy from the gonads and rudimentary 
mullellerian knobs. 

Serondari/ sex vluiructers normal with ‘short 
blind’ noffina and absent uterus —Buccal smear 
is essential and this was negative for chromatin 
in 7 cases recorded in the jnesent series. Fur- 
U'lor karyotyping is unnecessary. Lai)aroscopy 
or laparotomy followed by gonadal biopsy helps 
clinch the diagnosis of testicular feiuinisa- 
tion. 

Seeondart/ sex rharneters normal or moderale- 
Uj developed ivith normal vnqino and hi/po- 
plastic or normal sized uterus— Such situations 
exist with either hy|)ogonadotrophic hypo¬ 
gonadism (selective), uterine synechiae, delayed 
puberty or very rarely in amenorrlioea with 
unresponsive endometrium. Occasionally these 
clinical features are found in association with 
mosaic gonadal dysgenesis. Simple examination 
of buccal smear is not enough. Detailed karyo¬ 
typing is es.sential which will show mosaicism 
(4.').XO/’46.XX). Vaginal cytology will reveal 
normal oestrogenic response in uterine 
synechiae, wh«*reas in hypogonadotrophic hy[) 0 - 
gcnadi.sm and in delayed jiuberty the response 
will be poor. Estimation of serum or urinary 
gonadotrophins will establish the diagnosis of 
hypogonadotrophic hvpogonadism. Ilvsterogi'am 
is essential for confirmation of the diagnosis of 
uterine synechiae. Because uterine synechiae are 
mostly tuberculous in origin, x-ray chest and 
blood for ESR are suggested as routine proce¬ 
dures but they are seldom helpful. Diagnostic 
endomentrial curettage, is indicated when geni¬ 
tal tuberculosis is suspected but this is seldom 
diagnostic when intra-uterinc adhesion has 
already developed. 

Secondary sex characters absent with normal 
vagina and small uterus —Cfonadal d>i>genesis. 
primary ovarian failure or panhvpopitiiilarism 
are the probable diagnosis. These clinical 
features may also exist in gross hypothyroidism 
(crettBism) and juvenile diabetes. Specific in- 


ve.stigations for thyroid function and carlro- 
hydratc metabolism will ehtablish the diagnosis 
of these medical ilisorders. Study of Imccal 
smear will estaidish or rule out the possibility 
of gonadal dysgenesis. Estimation of urinary 
gonadotrophins will ditTcrentiate primary 
ovarian failure from panhypopituitarism. In a 
few Selected cases x-ray of sella turcica and 
visual field examination are indicated to rule out 
the possibility of any neoplasm of the pituitary. 

Variable development of secondary sex 
characters with abnormalities of external geni- 
talia suggestive of ambiguous .se.r—.Adrenogeni¬ 
tal syndrome, male intersex or true hermaphro¬ 
ditism are the probable aotiological factors of 
such abn(»rmalilies. Tlie commonest condition 
of course is adrenogenital Syndrome (female 
inter.sex). Examination of buccal .smear and 
detailed karyotyping are definitely indicated. 
Elevated level nr urinary excrelion of 17- 
kelosleroids will establish the diagnosis of 
adrenogenital syndrome. Perirenal pnt'iimogram. 
laparoscopy or laparotomy followed by gonadal 
biopsy will help to establish the diagnosis. 

Seeondftrg sex characters normal with evi¬ 
dences of hirsutism —This specific feature is 
seen in polycystic ovary' syndrome. Gynaeco- 
graphv. culdoscopv or laparoscopy arc essen¬ 
tial aids for the diagnosis of polycystic ovary 
Syndrome. There mav be modest elevation of 
urinary 17-ketosferoids. 

SUMMARY 

One hundred and Iwenty-.seven cases of 
primary amenorrlioea have been reported. The 
actiopathological basis of primary amenorrlioea 
was primarily assessed on clinical parameters. 
By clinical estimation at least, it was possible 
to determine whelher the pathological condition 
responsible for primary amenorrlioea was 
remediable or irremediable. .Stature of tKe 
patient, span in relation to height, presence or 
absence of secondary sex characters, hirsut¬ 
ism. externally palpable gonad.s. abnor¬ 
malities of the external genitalia, maldevelop- 
ment of the vagina, psesence or absence of the 
uterus wilh or without adnexal lump were the 
kev points on which the clinical diagnosis of the 
aotiological factor of primary amenorrhoea 
could be established. By compilation of the.se 
clinical findings it was possible to arrive at a 
correct clinical diagnosis in 109 out of 127 
cases (8.1.1 per centl review'cd. In the remain¬ 
ing 18 cases, the clinical features were con¬ 
flicting and hence correct clinical diagnosis 
could not be made. Examination under anaes¬ 
thesia. studv of bueral smear for sex chromatin, 
vaginal cytology and attempt to induce with- 
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drawal bleedirif' by combination of oestrogen 
and progesterone were found useful as primary 
screening procedures. With few exceptions, the 
ancillary laboratory tests used were readily 
available, inexjiensive and within the capability 
of most laboratories. 
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CASE NOTES 


1 

Myopericarditis following 
Ghikungunya Virus Infection 

C. R. M.\TT1*. A. K. MI K11ER.IEE** 

R. BO.SE"*, G. L. .SAHA**’* 

Viruses have been known to cau.se myopericarditis 
along with involvement of other structures (Wolsten- 
holme and O’Connor, 1964), Viruses such as 
Coxsackic type B, ECHO, influenza viruses, etc., arc 
said to be responsible for such involvement. 

In the present case there were .symptom.? and 
signs of cardiac involvement from the first day of 
viral infection which was later confirmed serologic¬ 
ally as an infection by chikungunya virus. 

CASE REPORT 

M. L. S., a Hindu male, 27 years, businessman by 
occupation, had malai.se and slight fever followed by 
retro-stornal pain, palpitation, w'eakness, shortness of 
breath, pain on the lower part of left side of chest 
early in Ihe morning on 4-3-1976. The retrosternal 
pain increased on lying or on leaning forward or on 
swallowing of food or drinks; the left sided chest pain 
was also aggravated on deep inspiration. Fever and 
malai.se lasted for about 3 days. Palpitation, weak¬ 
ness and dyspnoea persisted after 3 days. 

Examination — On examination, the patient looked 
ill, pulse rate—120/minute, regular, BP—115/85 mm. Hg, 
prominent pulsatile neck veins, liver was enlarged up 
to 2 fingers' breadth below the costal margin and was 
soft and tender, slight pitting oedema of legs and 
feet, apex beat was In 5th left intercostal space J" 
outside the left midclavicular line and was feeble in 
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character, gallop rhythm was evident with crepita¬ 
tions over lower zones of both lungs. 

Investigations—X-Tay of chest done on 6-3-1976 
showed moderate enlargement of cardiac silhouette. 

A blood count done on 5-3-1976 showed WBC count 
of 16,500/c.mm. with polymorphs—60 per cent, lym¬ 
phocytes—40 per cent. Haemoglobin—75 per cent 
(Sahli) and ESR was 24 mm./lst hour. 

Management—The patient was treated with digoxin 
(0.25 mg.) tablet, one tablet once daily, frusemide 
(40 mg.) tablet, one tablet once daily and antibiotics 
(tetracycline hydrochloride 250 mg. four times a day 
for 8 days) and bed . rest. The congestive cardiac 
failure subsided within 2 weeks. 

Progre.'is—The patient was admitted in Medical 
College Hospitals, Calcutta on 27-3-1976 for further 
Investigations. By this time the patient had no com¬ 
plaints. Clinically, his pulse rate was 72/minute, 
regular, BP—120/80 mm. Hg. Neck veins were nor¬ 
mal, liver was just palpable and not tender and 
there was no oedema of the extremities. Apex beat 
was situated in the 5th left intercostal space in the 
midclavicular line, 1st and 2nd heart sounds were 
normal and a 3rd heart sound was present over the 
mitral area, no murmurs were audible. 

Investigations— —5000/c.mm. with polymorphs 
56 per cent, lymphocytes—40 per cent, monocytes— 
4 per cent. ESR was 4 mm./lst hour; blood sugar 
(fasting)—90 mg. per cent, serum cholesterol—155 mg. 
per cent, blood urea—23 mg. per cent. 

Arm to carotid circulation time—8.5 seconds, jugular 
venous pressure—4 cm. of blood. X-ray chest (3-3-1976) 
showed normal appearance of heart and lungs. ECO 
—normal but the oesophageal lead showed ST—T 
depre.ssion with T inversion. 

Exercise tolerance lest: The patient was asked 1o 
stand erect from the squatting position 20 times as 
quickly as possible and the results were as follows: 

Pulse rate before cxerci.so—72/minute, regular: 
Immediately after exercise the pulse rate rose to 
110/minuto: 2 minutes after exercise the pulse rate 
was 86/minute, 5 minutes after exercise the pulse 
rate became 76/minute and 10 minutes after exercise 
the pulse rate was 72/minute. 

The scrum hacmagglutination inhibition titre 
against chikungunya virus was 320 suggesting recent 
chikungunya virus infection. The complement fixa¬ 
tion titre of the serum was 32 against chikungunya 
virus. 

DISCUSSION 

Chikungunya virus infection was found to be the 
cause of myocarditis and other manifestations by 
Thiruvengadam ct al. (1965) in India. They described 
86 authentic cases of chikungunya infection who 
presented clinically with irregular fever, joint pains, 
non-articular pains, headache, lymphadenopathy, skin 
rashes, conjunctival injection, increased bleeding 
tendency, gastro-lntestinal symptoms, etc. They made 


electrocardiagraphic observations on 32 cases of 
which 18 cases had confirmation of chikungunya in¬ 
fection. Out of these 18 cases, only 3 ca.ses had E<X3 
abnormalities such as T wave inversion and depression 
of T-T stigment from Vj to Vs leads. However, clini¬ 
cally there were no signs of cardiac involvement in 
these 3 cases. 

The patient under study developed fever, malaise, 
bodyache, and chest pains, all on a sudden which was 
later found to be due to a viral Infection caused by 
chikungunya virus. The patient also developed palpi¬ 
tation, dyspnoea and retrosternal pain aggravated by 
deglutition which were suggestive of myopericarditis. 
The chest pain on the lower part of chest on left 
side, aggravated on deep inspiration, appeared to be 
due to left-sided pleurisy. Engorgement of neck viens, 
slight pitting oedema of legs and feet, enlargement of 
liver which was soft and tender, presence of a 3rd 
heart sound, cardiac enlargement in the skiagram of 
chest, ST-T wave changes in ECG, and diminished 
exercise tolerance were sugge.stive of myopericarditis 
with congestive cardiac failure. 

Hacmagglutination inhibition antibodies appear in 
6-8 days’ time, reach its peak level in 24-25 days, then 
the titre becomes less and remains steady up to 5 
years. The complement fixation test titre is specific, 
appears in 20-21 days’ time, reaches its peak level in 
30-32 days’ time, remains steady for 2 months and 
then falls by 2 years (LcnncUe and Schmidt, 1964). 

The serum of the patient .showed a very high hae- 
magglutination inhibition titre and a complement 
fixation litre against chikungunya virus (Chatterjee 
ct al., 1967) which indicated a recent infection with 
chikungunya virus which caused myopericarditis. In 
this case, myopericarditis was of short duration and 
was a reversible process. The patient became abso¬ 
lutely normal after a period of about 3 weeks. 

This is a proved case of viral myopericarditis 
following chikungunya virus infection in India. 

SUMMARY 

A ca.se of viral myopericarditis due to chikungunya 
virus infection has been reported. The cardiovascular 
function of the patient came back to normal within 
a period of about 3 weeks. The occurrence of viral 
myopericarditis is not related to the severity of the 
infection and a relatively mild attack of viral infec¬ 
tion may involve the heart causing myopericarditis. 
This is probably one of the early cases of viral myo¬ 
pericarditis following chikungunya virus infection 
reported in India. 
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A Giant Parotid Tumour 

A. K. PANERJEK*, M. AHMAD** 

Tumours of the parotid inlands are relatively un¬ 
common, thi' reported incidence varies from 0.5— 
2 per cent of all neoplasms (Potdar et al., 1969). But 
parotid is the commonest site of tumours among all 
salivary glands. Tiie chief interest in reporting this 
solitary case of mixed p.'irotid tumour is its enormous 
size and weight about which scanty literature is 
available. 

ca.se report 

S. n. D.. a 70-.vcar old lady was admitted in the 
surgical ward of N. R. S. Medical College and Ho.spi- 
tal, Calcutta on lR-6-1976 with a huge .swelling on the 
left .side of the face for the last 35 years. It was very 
slowly increasing in size but for the last 6 months it 
started growing very rapidly until it attained its pre¬ 
sent dimensions and weight, which was so consider¬ 
able Ih.-il the patient could not walk about (Fig. 1). 
While taking meals, she used to sit up with the help 
of others .supporting the tumour with the left hand. 

She had a dragging pain in the .swelling, which used 
to be relieved on lying down. There was an ulceration 
In the mo.st dependent part of the swelling which 
started developing about 3 months back. History of 
foul smelling discharge and occasional bleeding from 
the uleer was pn’sent. No other significant history 
could be elicited. 

E-TaminafioTi—General physical examination was 
within normal limits excepting that she had moderate 
degree of anaemia. Local examination revealed a 
huge swelling, extending from the left parotid region 
to the lower limit of the left breast, measuring 
about 12" X 9" in diameter. It had a variegated feel 
and nodular surface. It was tender at places. The 
swelling was firmly attached to the underlying 
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Fig. 1—Showing a Huge Swelling on the Left Side of 
the Face 


structures (excepting bone) but .separated from the 
lower part of the neck and cht'.st wall which it over 
hung. An ulcerated area about 4" in diameter was 
situated in the lower mo.st part of the; swelling, 
which had a seropurulent discharge. Examination of 
facial nerve did not reveal any abnormality. A few 
cervical lymph nod('.s were palpable on the same side, 
of which submandibular node was firm, fixed and 
tender. 

With these foature.s a elinical diagno.sis of mixed 
parotid tumour with possibly malignant transforma¬ 
tion and metastasis in submandibular lymph node was 
made though facial nerve was not involved. 

/ni’estipation.s—Routine and biochemical investiga¬ 
tions of blood showed no abnormality excepting that 
haemoglobin level was 9.6 g. per cent. X-ray chest 
was normal. Culture and sensitivity test of the 
discharge from the ulcer showed growth of Escfi. colt 
and Ps. pyocyanea, sensitive to gentamicin only. 

Operation —After proper preparation, the patient 
was operated upon on 28-6-1976 under general anaes¬ 
thesia (NO? and O*) making a plan to perform a total 
parotidectomy. As the swelling was enormous in size, 
a modified classical incision was made encircling the 
base of the tumour. No attempt was made to save the 
facial nerve and as such very little difficulty was 
experienced during its removal. When haemostasis 
was satisfactory, the wound was closed keeping a 
few corrugated rubber drains underneath. The tension 
in the suture line was minimum. One bottle of blood 
(300 ml.) transfusion was necessary during opera¬ 
tion. 

Postoperative period was smooth In all respects 
excepting that she developed a little wound Infection 
which was ultimately controlled by dressing and 
injectio gentamicin. She was discharged from the 
hospital on 20-7-1976 In satisfactory condition. 

Pathology—The tumour, weighed 4.5 kg. approxi¬ 
mately. The specimen was cut longitudinally and a 
portion from Its cut surface was sent for hlato* 


pathological axaminatlon. The histological section 
however, showed the picture of pleomorphic adenoma 
with no evidence of malignancy. 

UISCUSSION 

Pleomorphic adenoma is the commonest type of 
tumour of the salivary glands, of which 90 per cent 
arise in the parotid gland (Aird, 1958). Primary 
salivary gland tumours have been an interesting sub¬ 
ject both to the surgeons and the pathologists be¬ 
cause of its varied clinical behaviour and diverse 
histological forms. As such vast literatures have been 
published on this subject. But astonishingly only a 
few reports are available regarding the giant size that 
it may attain. In the present case there are 2 im¬ 
portant f«'aturc.s. One Ls the long duration (35 y^ars) 
and other is the giant size of the tumour. 

In reviewing the literature it has been found that 
the rate of growth varies from tumour to tumour 
and even in the same tumour from time to time. In a 
few cases of long duration, the size of the tumour has 
been larger than the patient’s head (Aird, loc. eit.). 
The tumour under the present study having the 
diamfter of 12" X 9" resembles this and is therefore a 
rarif . 

Street (1913) reported 4 cases of huge parotid 
tumours, one of which had a duration of 40 years. 
The biggest one weighed 7 lbs. 3 ozs. which is much 
less than that in the present case. 

Blame (1912) described a parotid tumour in a 
Chinese woman of 12 years’ duration which was 
bigger than the patient’s own head. Histologically 
none of the tumours reported by Street (loc. cit.) and 
Blame (loc. cit.) were mixed parotid tumour (mostly 
malignant). This unique ease of mixed parotid tumour, 
is published because of its long history, giant size, 
enormous weight and still maintaining its benign 
nature. 

SUMMARY 

An enormous benign mixed parotid tumour has been 
presented. Literature has been brifly reviewed. 
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Cervical Adeaitis due to 
Atypical Mycobacteria 

M. PRASAD*, A. A. KHAN*’, S. P. TYAdl*** 

R. KUMAR****, A. BAL. 

Cervical adenitis is one of the common presenting 
clinical features of patients attending the hospitals in 
northern India. Unlike western countries where the 
Incidence of tuberculosis has gone down in the recent 
past (Wilmot, 1957; Edwards, 1970), in India, tuber- 
cufbsis still remains to be the commonest cause of 
cervical lymphadenitis. 

In recent years there is increasing interest through¬ 
out the world in infection of cervical lymph nodes 
due to atypical or opportunist mycobacteria vDavis 
and Comstock, 1961; Black and Chapman, 1964; 
Salyer et al., 1971). A few reports have also been 
published from different parts of India (Kulkarn* and 
Frimodt-Moller, 1969; Sarkar et al., 1971; Davsar and 
Chitkara, 1971). 

Two cases of atypical mycobacterial cervical lym¬ 
phadenitis were detected during a clinicobacteriolo- 
gical and histopathological study of 60 cases of cer¬ 
vical lymphadenopathy attending J. N. Medical 
College and Ho.spital during 1971-1972. 'fhe present 
communication deals with the detailed description of 
these cases 

ca.se reports 

Case 1: 

A female patient aged 13 years presented with 
cervical lymphadenopathy of 2 months’ duration. 
Three submandibular lymph nodes of the left side 
were enlarged (3-5 cm. in diameter). These were 
firm, discrete, non-tender and freely mobile. 

JnoestigatioTis—Mantoux test using PPD-RT 23 with 
Tween 80 was negative (induration 5 mm) and x-ray 
chest showed no evidence of pleuropulmonary disease. 

Histological examination of the lymph node biopsy 
showed caseation, giant cells and cpitheloid cells. 

The cultural characteristics were as follows; Time 
of appearance of growth—5 weeks, eugenic; tempera¬ 
ture of growth—25'’C, and 42®C; pigment forma¬ 

tion—orange colour In dark and in light: morpho¬ 
logy-indistinguishable from human type. 

Biochemical tests: Niacin test—negative: aryl- 
sulphatase—positive: catalase test—moderately posi- 
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tlve; nitrate reduction—positive. Drug sensitivity- 
resistant to PAS, INH and streptomycin. 

On the basis of the investigations the atypical 
mycobacteria were classilied as "seotochromogen" 
(group II of Runyon's clus.<>ifieulioti). 

Case 2: 

A girl aged 8 years presented with cervical lym- 
phadenoputliy of 8 months' duration. She had right- 
sided submandibular node involvement. Four lymph 
nodes were enlarged, matted and fixed to form a mass 
measuring 5 cm. X 5 cm. with a discharging sinus in 
the same area. 

Jneestipafions—Mantoux test using PPD-RT 23 wil^i 
Tween BU wa.s negative (induration 5 mm.) and x-ray 
chest showed no abnormality. 

Histological examination of the lymph node biopsy 
showed reactive follicular hyperplasia. 

The cultural characteristics were as follows: Time 
of appearance of growth—4 weeks, eugenic; tempera¬ 
ture of growth—25”C and 37''C, no growth at 42‘'C; 
pigment formation—orange colour in dark and in 
light; morphology—indistinguishabli from human type. 

Biochemical tests: Niacin test—negative; aryl- 
sulphatase—positive ; catalase test—moderately posi¬ 
tive ; nitrate reduction—positive. Drug sensitivity— 
resistant to PAS, INH and streptomycin. On the basis 
of the investigations the atypical mycobacteria were 
classified as "seotochromogen” (group II of Runyon's 
classification). 

Dl.SCU.S.SION 

Cervical adenitis due to atypical mycobacteria 
appears to be common in 1st and 2nd decades of life 
and females are more often involved. Davi.s and 
Comstock (loc. rit.), Edwards (loc, rtf.) and Davsar 
and Chitkara (loc. cit.) reported similar findings. 
However, von Joost et al. (cited by Davsar and 
Chitkara, loc. rtf.) found cases in the 3rd and the 4th 
decades of life. Family history and history of contact 
with tuberculosis are very rare in these cases (Davis 
and Com.stnck, loc. cit. ; Chapman and Guy, 1939: 
Salyer et al., loc. cit.; Sarkar et al., loc. cit.). Un¬ 
classified mycobacterial lymphadenitis is generally 
localiscxl and the submandibular gland is more often 
affected (Black and Chapman, loc. cit. ; von Joost 
at al., cited by Davsar and Chitkara, loc. cit.; Salyer 
et al., loc. cit. ; Sarkar et al., loc. cit.). 

Mantoux test shows cross reaction between PPD-S 
and PPD-atypical mycobacterium (Davis and 
Comstock, loc. cil.; Dajani et al., 1963). Mantoux test 
with PPD-RT 23 with Tween 80 gave negative result 
(induration 5 mm.) in the present cases. Evidence of 
pleuropulmonary involvement is less frequent with 
atypical cervical lymphadenitis (Dajani et al. loc. cit. ; 
Davis and Comstock, loc. cit.; Black and Chapman, 
loc. cit.) as had also been noticed in the cases presented. 

Histological appearance of the lymph node in 
mycobacterial lymphadenitis, to some 


observers (Nassau and Hamilton, 1957; Corpe and 
Stergus, 1963; Merckx et al., 1964; Salyer et al., 
loc. cit.; Davsar and Chitkara, loc. cit.), is 
indistinguishable from ordinary tuberculous lym¬ 
phadenitis, whereas others (Pagel, et al., 1964; Reid 
and Wolinsky, 1969) have described diffuse non¬ 
specific changes often indistinguishable from cat- 
scratch disease, sarcoidosis and other granulomas. In 
case 1 the picture was of tuberculous granuloma, 
while reactive follicular hyperplasia was present in 
case 2. 

Bacteriological study by preparing smears and cul¬ 
ture of the lymph nodes, along with the biochemical 
tests, is very helpful in establishing the diagnosis. 

The authors arc of the view that out of the 2 
important diagnostic criteria histoputhological exami¬ 
nation alone is not able to separate tuberculous and 
atypical mycobacterial adenitis clearly. Hence bac¬ 
teriological examination of the cervical lymph node 
should be carried out wherever possible. It not only 
confirms the diagnosis but also helps to difl'erentiate 
between various mycobacteria and demonstrates their 
sensitivity to various antituberculosis drugs. 

SUMMARY 

Two cases of atypical mycobacterial cervical 
lymphadenitis have been described and a review of 
the literature with comments has been presented. 
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Antibiotic Strategy of Urinary 
Tract Infections 

The magnitude of the clinical problems of 
urinary tract symptoms (dysuria) and infections 
is gauged to be about 20 per cent of all adult 
women per year of whom only half as many 
consult doctors'. Of these, about a third (3.3 per 
cent of total) having classical symptoms of 
urinary tract infection may have a “sterile” urine® 
(due to acute urethral syndrome or symptomatic 
abaeteriuria) ; the sterile urine characteristic of 
these states may be due to a variety of microbial 
incilants which elude cultivation on common 
bacteriological media and by simple techniques, 
e.g., viruses, chlamydiae (TRIG agents), PPLO 
and possibly quite often gonococci'”. Because 
of the nature of these agents involved, one could 
explain not only the absence of bacteriuriu or 
pyuria, but also understand why there will not 
be a single distinctive clinical pattern for these 
diverse infective conditions. 

The remaining two-thirds of dysuric patients 
may have signiiicant bacteriuria originating 
from septic lesions in cither the urinary bladder 
or the renal pai'cnchyma. The importance of this 
group lies in its size, i.c., number of patients 
excreting bacteria in their urine, in its genial 
response to a properly guided chemotherapy and 
in its potentiality to lead to chronic renal disease, 
if neglected'”. Therefore, the crucial factor here 
is to evolve correct policy of chemotherapy of 
Such infections. The bacteria that are involved 
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in (^er cS diecreastiig ithporianro aite Msek. 
coli, proteus, providencia, Ps. aeruginosa. Staph, 
aureus and Strept. faecaHs" *’ *. The way in which 
these bacteria gain access to certain sites in the 
urinary tract, and establish themselves there, 
seems to be understood at least in part. Firstly, 
tlicsc are either pushed upwards by the process 
of catheterisation or a contaminated catheter 
infects the bladder directly ; alternatively these 
may reach by a process of upward invasion 
from the lower reaches of the urethral passage*. 
In the first instance, the introduced bacteria do 
not arise endogenously (i.e., from the patients 
themselves), but are ‘recruits’ of hospital epi¬ 
demic reserves'” and commonly multiply- 
rcsistant to antibiotics on account of carriage of 
R plasmid.s®. Other strains may have special 
invasive properties signalled by their elabora¬ 
tion of certain cajisular polysaccharide antigens 
having distinctive electrophoretic mobility, and 
their belonging to certain O-serotypes (e.g., 
1, 2, 4, 7 and 18)“‘'“ which seem to correlate 
well with other markers for identification". 

That being so, bacteriuria, not qualified in 
terms of strain description and location of the 
urinary tract lesion, as such may not mean 
much either to the clinician or to the epidemio¬ 
logist'®. Thus, bacteriuria of lower urinary tract 
origin without any obstruction (as in acute 
pyelonephritis) are mercifully self-limiting" ®’ *’ 
easily amenable to antibiotic and other controls 
and would nut relapse and lead to chronic renal 
disease in'the usual run of the mill. Choice of 
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Ahtibiotics tnay be restricted to only a few but 
of many, solely determined by their reaction 
towards the infecting,' organism and toxicity in 
the long run. The agents coinmonly employed are 
sulphonamides, ampicillin, oxytelracyclinc, 
streptomycin, gentamicin, chloramphenicol, 
nitrofurantoin, inundelamine and carbenicillin, 
used mostly singly, but also in occasional advan¬ 
tageous combinations (e.g., trimethoprim and 
sulplia)"^’In »n article pid)lishod elsewhere 
in lliis issue of lJu; journal, Rayan el al.'* have 
attcm]>tc(l to make a comparative study of 
in vitro sensitivity of various urinary patliogcnic 
liacleria to tlie six common antihiolies and one 
cheniotlierapeutic agent, nitrofurantoin. 

'I’iic redeeming proSjiects of lower urinary 
trad infections are in gloomy eontrasl will) 
Ibe haderiuria of U|)per regions associated 
with mechanical obstruction (e.g., in clironic 
pyelonephritis)- wliicli are harder to eradicate 
and |>r(»gnostieally poorer'’ Here, anlibioties 
alone are not wholly sulTicieiit hut ri<ldance of 
the mechanical hindrunec coupled with an 
immunological support seem to he Ihe safest 
bets for an enduring cure. 

1'his last category seems to be of partieular 
interest and poses a ehullenge. Here, one can 
study intricate aspects of host-])arasite relalion- 
slii|)s under tlie inilueiiees of operaliuiially low 
levels of .spedlic Igs and antibiotics in u natural 
model’’' This model whicli so richly mimieks 
some of belaboured animal expt-riinenlal models 
on obstrudivo patliulogy''’ “, deserves much great¬ 
er ulW-ntion and exploitation than herebufore. 

A. N. CHAKRABARTY 
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NOTES AND NEWS 


Medical Council of India Invitoi Nominations for Its Awards 

Nominations have been invited by the MCI from 
Indian nationals only for the following awards: 

1. Medical Council of India-Silver Jubilee Research 
Award 

The award which i.s of the value of Rs. 50,000/- in 
cash and a gold medal will be given for an original 
and outstanding research work in the field of Medi¬ 
cine and allied scieiicc.s done in India. 

2. Dr. B. C. Roy National Avjards 

The awards will be given in the following cate¬ 
gories : 

i) To recognise the merit of a good and capable 
teacher in any branch of Medicine, ii) To recognise 
the best talents in encouraging the development of 
specialities in different branches of Medicine, iii) To 
recognise the best services in tlie field of sociomedical 
relief and in the esiabiishment of medical institu¬ 
tions. iv) To .select a per.son for delivering the 
Dr. B. C. Roy Oration, v) To give aid or assistance 
to rcsi'arch projects in medical collegcli/mcdical 
institutions, vi) To grant fellowship for postgraduate 
study in Medicine and allied sciences. 

The value of each award is R.s. 5,000/- in cash and 
a medal. The fellowship is <«■ Rs. 600/- p.m. for two 
years or the duration of course, whichever is shorter. 

3. Ilari Om Ashram Alembic Research Award 

The award will be given in the following cate¬ 
gories : 

A. Research in Basic Medical Sciences. B. (i) Applied 
research at field level; (ii) Research carried out by 
group/institution/organisation in the field of medical 
education/health care problems. 

The value of each award is Rs. 5,000/- in cash and 
a medal. The last date for the receipt of nomination.s 
is 31st October, 1978. 

Further details may be had from Secretary, Medical 
Council of India, Aiwan-E-Ghalib Marg, Kotla Road, 
New Delhi—110 002 by sending a stamped self- 
addressed envelope, indicating nature of the award. 

Christian Medical Celleqa and Hospital, Vellore 

The Christian Medical College and Hospital at 
Vellore is completing its 75th year of distinguished 
medical service. The Platinum Jubilee Celebrations 
of the hospital synchronises with the diamond jubilee 
year of the medical college which came into existence 
in 1918. The chief attraction of the Jubilee Celebra¬ 
tions is the formal inauguration by the President of 
India, Sri Nilam Sanjeeva Reddy in June next of the 
Betatron plant, a gift from the people of Denmark, 
to be installed with the technical collaboration of 
West Germany. Betatron Is the most sophisticated 
and powerful device fOr cancer therapy. 
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A new Rural Unit for Health and Social Affairs 
(RUHSA) which is the crystallisation of the CMC & H's 
long standing concern for community welfare will 
also be formally inaugurated as a part of the Jubilee 
Celebrations in October. A special Jubilee Convoca¬ 
tion will be held in 1978. The first oration in the 
Professor Shanti Swaroop Bhatnagar Annual Oration 
Series is expected to be delivered by Dr. Raja 
Ramanna, Scientific Adviser to the Ministry of 
Defence and Director General of Defence Research. 
The Platinum Jubilee Celebration will conclude with 
a week-long function in the hospital in February 1979. 

Annual Conference of Indian PayehiatPle Society 
The 31st Annual Conference of the Indian Psy¬ 
chiatric Society will be hold at Pune on January 
5-7, 1979. Further information can be obtained from 
the Organising Secretary, Lt. Col. R. N. Bhattacharya, 
Professor of Psychiatry, Armed Forces Medical 
College, Pune-411 001. 

International Session on Medical Anthropology 

A pustplenary se.ssion on Medical Anthropology will 
be held on December 19-21, 1978 at Pune following 
the plenary sessions of the 10th International Con¬ 
gress of Anthropological Sciences at Delhi. Medical 
scientists, anthropologi.sts and other social scientists 
interested in comunity health, ethnomedicinc and 
allied subjects are welcome to attend the session. 
Abstracts of papers and completed papers to be pre¬ 
sented at the si'ssion should reach before July IS and 
August 31, 197S rcspcclively. Detailed information 
may be had from Mr. R. K. Mutatkar, Department 
of Anthropology, University of Poona, Pune-411 007. 


reported from Middle East and European countries 
(Faust, 1956). From India, the only report is that of 
Balakrishnan et al. (1963) who recovered larvae of 
Oestrus ovis from the conjunctiva of a man. 

The samples of a few larvae removed from the 
nasal passage of a woman, aged 67 years, housewife, 
resident of Nagla Chatti, Bisawar, district Mathura, 
were referred to the authors by a physician of 
Mathura town during December, 1975. Her main com¬ 
plaints were frequent nasal bleeding, pain, vertigo, 
headache, and irritation in both nostrils. She had 
similar episodes of passing worms in 1947 and In 
1968. 

The larvae measured 13-15 mm. in length and 
4-5 mm. in thickness, carried two oral hooks, 2-4 rows 
of small brownish spines on the ventral surface of 
abdominal segments, the D-shaped black chitinons 
stigmal plates with button in the centre. 

The present material tallies with the description 
given for second stage larva of Oestrus ovis by 
Lapage (1968) except for the smaller size which might 
be duo to development in an abnormal host. Infesta¬ 
tion of nasal cavity of man, a zoonosis, is being 
recorded for the first time from India. 


We are, etc., 

Department of Parasitology, 
College of Veterinary Science 
and Animal Husbandry, 

C. S. Azad Universliy of 
Agriculture and Technology, 
Mathura Campus. 


R.D.AGRAWAL. M. V. Sc . 
Research Assistant 
S. S. AHLUWALIA. 
M. V. Sc , M..S.. Ph.D., 
Professor and Head 
B. B. BHATIA, M.V. Sc., 
Ph.D., 

Research Assistant 


XXVI International Congress of History of Medicine 

The 26th Internalioual Congress of History of Medi¬ 
cine will be held on August 20-25, 1978 at Plovdiv in 
Bulgaria under the Chairmanship of Prof. V. Povlova 
of Sofia. Detailed information about the Congress and 
registration forms, etc., may be had from Dr. D. V. 
Subba Reddy, Ex-Director, Indian Institute of His¬ 
tory of Medicine, 1-10-82 Ashokenagar, Hyderabad- 
500 020, A.P. 
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The Editor is not responsible for the views 
expressed by correspondents 

Occurrence of Oestrus ovls Larvae In Nasal Cavity 
of a Woman 

_Oestriij ovis (Linne, 1761) the sheep nasal 

fly% normally deposit their young larvae around nos¬ 
trils of sheep and rarely in those of goat and camel 
(iSoulsby, 1968). Human cases with Oestrus ovU larvae 
isfestMig conjunctiva, nostrils and lips have been 
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Are the Anti-amoebic Combinations Therapeutically Sound J 

SIR,—Currently, a large number of anti-amoebic 
drug combinations are flourishing in the market. 
Many of these contain at least three different groups 
of drugs: (i) An intestinal amoebicidal agent i.e., 
iodochlorhydroxyquinoline or di-iodohydroxyquino- 
line; (ii) an extra-intestinal amoebicidal agent e.g., 
chloroquine phosphate; and (iii) an antibiotic I.e., 
tetracycline oxi oxytetracycline which do not act 
directly on the pathogenic amoebae but act by inter'* 
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ferins with the enteric flora essential for the growth 
of the amoebae. 

Practically, all these preparations are recommend¬ 
ed for use ns two tablets/capsules three times daily. 
An examination of the components of these combina¬ 
tions (Table 1) has revealed that the preparation 
Nos. 1, 2, 3, 4, 5, 6, 7 and 9 provide chloroquinc phos¬ 
phate as a maintenance daily dose (500 mg./day) 
which is not the adequate quantity of 1 g./day, 
required for initiating the treatment, while prepara¬ 
tion No. 8 provides it in adequate dose for starting 
the therapy but this is too high for maintenance 
therapy (half-life being 3 days). The problem of pro¬ 
viding the correct dose of chloroquinc has been posed 
only due to the currently much employed "fixed 
dose" pattern of therapy which can cause both 
under-and overdo-sage problems of which this is a 
glaring example. 

Table 1 —Showing the Composition of Some of the 
Commonly Prescribed Proprietary Anti-amoebic Com¬ 
bination (All Figures Denote mg. in Each Tablet 
or Capsule) 
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1. 

Alliquin Forte 
(Standard pharma¬ 
ceuticals) 


325 

80 

167 


2. 

Amicline (Griffon) 


250 

80 

25*? 


3. 

Amcbiotic (Pfizer) 


300 

85 


167 

4. 

lodocyciine 
(Smith S.) 

200 


80 

50* 


5. 

Triquin (Ramson) 


250 

100 

175 ? 


6. 

Amebidc 

(Roberts McLean) 

250 


90 

1.50 ? 


7. 

Tequinopil (Opil) 

125* 


80 

50 ? 


8. 

Esticline (Thio-Kof) 


250 

150 

100»? 


9. 

Antecline 

(Medicure) 


300 

80 


50* 


• In this dose the drug Is positively in a dose lower 
than the effective dose 

?This component is much poorer in effect than oxy- 
letracycline for anti-amoebic therapy 

In a large number of thc.se preparations, l.e., 
Nos. 2, 4, 7 and 9 the antibiotic is in subtherapeutic 
dose and the daily administration may amount to 
much less than 1 g. which is normally required 
(Table 1). It is, therefore, not only ineffective but 
{x>sitively harmful as it is likely to cause resistance 
Ip the micro-organisms. Moreover, In preparation 
Nos. 1, 2, 4, 5, 6, 7 and 8, the antibiotic included is 
tetracycline' against oxytetracycline In spite of 
Igtter’s luperioritjr over the earlier havinit 


clearly established. Preparation No. 7 also suffers 
from the handicap of low dose of quiniodochlor 
(lodochlorhydroxyquinolinc). 

In our opinion one of these combinations are 
suitable (or both initial as well as maintenance 
therapy in amoebiasis. We are, however, seriously 
concerned with the composition of preparation Nos. 
2, 4, 7 and 9 which, for reasons given above, not only 
result in wasteful expenditure by the patient but 
may cause more long-term harmful effects by sub- 
therapeutic doses of tetracyclines than ihe immediate 
benefit by halogenated quinoline derivatives. Wo feel 
that this is a glaringly preposterou.? state of anti- 
amoobic combinations in this country and, therefore, 
decided to .share our views with others and hopt‘ the 
Drug Control Department will look into these 
strious incon.si.stcncios. 

We arc, etc., 

P. C. DANDIYA, J. S. BAPNA, S. K. PATNI 
Department o[ Pharmacology, University College of 
S.M.S. Medical College, Medical Sciences, 

Jaipur. Ring Ro<id, New Delhi. 
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The Nature of Cancer, Vol 1—By Dr. Mannu L. 

Kothari and Lopa Mehta, 1973, Kothari Publica¬ 
tions, Acharyya Donde Marg, Bombay 400 012, India, 

25 cm. X 18 cm., pp. xxix 4 902, .$.30, £12. 

This book is an excellent, thorough, exhaustive and 
valuable treatise on cancer in all resptic's. It is use¬ 
ful to the clinician as well as to the research workers. 
Volume I has been divided into three* parts, each 
dealing with a distinct facet of the problem. The 
treatment throughout the book is logical, ba.sed on 
experimental facts and other informations. The book 
is quite elaborate perhaps a little too much. The 
development of the subject is very systematic and 
written in a dignified way. Fanta.stic reference of 
literature have been given. 

In the first two parts, main concepts of cancer 
have been presented in an analytical manner but In 
.several places repetitions are prominent but the lan¬ 
guage is very dignified. 

Cancer is a statical sequence of living cells 
undergoing division. According to the authors It is 
fully intrinsic in origin. If the cancer genome is pre¬ 
sent in any individual which is statical In nature 
then a cell will turn into cancer after exhaustion of 
FCDC (finite cell doubling capacity) of the cell accord* 
ing to all or none law. 

The outside agency can at best hasten the onset of 
cancer by expending the FCDC more quickly than In 
the normal way. It appears that the author have 
underestimated the role of external agency. Admitting 

the Butb^rg' opmiQn ih tndtvhtabl 
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■•nome Is present, the external agency can play its 
part. 

Obviously, we are not concerned with those who 
have no cancer genome. But In others if some exter¬ 
nal agencies can ha.sten the onset of cancer by 
quickly exhausting the predetermined FCDC. certain¬ 
ly there must be some scope by which the shorten¬ 
ing of FCDC can be prevented and perhaps extended 

Very aptly and ju-stifledly, little of the main part 
(part 3) has been given to cancer in individual 
than cancer in general. 

The chapter on treatment of cancer contains all 
the uptodate information.^ with some future sugge.s- 
tion.s but the undercurrent gloomy picture could not 
be suppressed. About early detection of cancer, ela¬ 
borate informations have been dealt with many 
references but according to the authors "Diagnose 
and Treat Early” have limited scope. 

All the chapters have been thoroughly dealt 
with, hardly there is any lacunae in any aspect. But 
in spile of some consoling words at the conclusion of 
evf y section, an undercurrent of possimi.sm ha.s 
flown throughout the whole work. It has attempted to 
accept the enemy (cancer) with a philosophical out¬ 
look. This view seems to be premature. One should 
take that view or the other after one knows fully 
about cancer from which we are far ofP. In the pre¬ 
sent state, with the uptodate informations, that .sort 
of view is unnecessary and disappoint the patient 
and the doctor and perhaps provide a consolation for 
the scientist and at the same time frustrating llu'm. 

HARISADHAN DUTTA 

Diseases of the Nose, Throat and Ear—By A. Sinha, 

1970, Asia Publishing House, London, 24 cm. X 

15 cm., pp. xxii 4- 276, Rs. 60.00. 

There was a long-felt need for a good ENT book 
from Indian authors giving special .stress on loi’al 
factors and based on local climate, hygiene and nutri¬ 
tion. This book will satisfy the same need to a great 
extent. It has thoroughly dealt with basic diseases of 
nose, throat arid ear with special emphasis on local 
condition. The chapters on basic science and surgical 
anatomy will help the students to have better grasp 
on the subject. Special stress on the method of 
examination is praiseworthy. The book will not only 
serve the purpose of the undergraduates, but will also 
help the young ENT house surgeons and medical 
graduates who are willing to take up ENT as their 
future career. 

The footnotes mentioned In the book will be use¬ 
ful to the postgraduate trainees. Another bright 
aspect of the book Is that preventive aspect of ENT 
diseases have been stressed by the author, so also 
sequelae and complications. 

The Illustrations are simple and accurate, but I 
feel some of the illustrations such as those of eliclt- 
tne alnua tenderness, indirect rhlnometry, Valsalva’s 

ainpfttvrfi f1».} wd of tho lirTiWi eir, 
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tympanic membrane, etc,, should better be placed In 
the corresponding chapter of the book for better 
understanding and application by the students. 

S. K. DE 

Radiotherapy in Modern Clinical Practice—Edited by 
H. F. Hope-Stone, 1976, Crosby Lockwood Staples, 
London, 21.5 cm. X 15.5 cm., pp. x + 358, £ 10.00. 
This is an extraordinary book in the Held of 
oncology. Cancer is the most dreaded disease and its 
cure is still a dream to us. Uptodate knowledge of Its 
management can definitely improve the salvage rate. 
Each and individual type of cancer should be dealt 
by a team of specialists and this view has been docu¬ 
mented well in this volume. Radiotherapy has its role 
both as a curative and as a palliative measure. The 
preliminary chapters have been devoted to technical 
aspects of radiotherapy which every radiotherapist 
must know and are also useful for others in different 
disciplines of oncology. 

Contributors arc the consultants in physics, medi¬ 
cine, surgery and radiotherapy who have enriched the 
volume by knowledge from their own long experi¬ 
ence in this field. 

The students appearing in D.M.R. or M.D. in radio¬ 
therapy or oncology will find the book very helpful. 

SAROJ GUPTA 

Medical Microbiology, Vol. II (The Practice of Medi¬ 
cal Microbiology)—By Robert Cruickshank, J. P. 
Duguid, B. P. Mnrmion and R. H. A. Swain, 12lh 
Edition, 1975, Churchill Livingstone (ELBS ed.), 
Edinburgh, London and New York, 24 cm. X 19 cm., 
pp. X + 587, £ 7.50. 

Thi.s i.s the long expected edition of the book which 
is widely read by medical and science students as well 
as by doctors throughout the world. Volume I, accord¬ 
ing to the authors, was 'primarily meant for science 
students and doctors’ while 'Volume II is directed to 
professional and technical laboratory staff’. The two 
volumes are complimentary. 

Volume 11 is divided into two parts. Part-I is 
devoted to technical method.s, and Part-II to the 
identification of micro-organisms and the laboratory 
diagnosis of specific infections. 

Because the book is dealing with all the branches 
of microbiology, that is bacteria, viruses, myco¬ 
plasma, rickettsiae, fungi and protozoa, it is quite 
natural that details would be lacking in some des¬ 
criptions, but the authors have given a large number 
of references for those who want to know further. 

As the subject matter of this volume leans heavily 
on that of volume I, the authors have advised that the 
two volumes 'should be used together’. One may feel 
this to be a disadvantage. 

' However, the book is highly Informative and may 
be recommended to the medical microbiologists In 
general Bnfl fitw^epts Jq particulars. 

J. K. SAHKAR 
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Dr. D. P. Dhar 

Death took place of Dr. Dwarik Prasad Dhar, a 
distinguished leader of IMA, on 10-12-1977 following 
a brief illness. Dr. Dhar, who was President of the 
Ranchi Branch for serveraJ years. President of the 
Bihar Stale Branch for 1964-65 and Vice-President 
of the IMA (Hqr.s.) for two terms, was born in 1902 
at Patna. After qualifying for the medical profession 
from Temple Medical School (now Patna Medical 
College) in 1926, he served at Banwari Lai Hospital, 
Laheriasarai (at present Darbhanga Medical College 
Hospital) from 1927 to 1942, first as a demonstrator in 
anatomy and later as a teacher in surgery. Subse¬ 
quently he was posted ns Civil Surgeon at Purnea 
and thereafter at Ranchi. On his retirement from 
Gove.nmcnt Si'rvlc.e in 1959 he was appointed Chief 
Medical Ollicer of the N.C.D.C. at Ranchi. Retiring 
from N.C.D.C. in 1963 he devoted himself solely to 
the service of the suttiTing humanity through IMA 
and other plnlanlhropic organisations. A man of deep 
acadimic intiresl Dr. Dhar was u member of the 
Senate and .Syndnate of Ranchi University for many 
years and was al.so a member of the Medical Council 
of India. Beside.s being Chairman of the Chotanagpur 
Education Council since its inception in 1966, he was 
associated with the Rotary International and was 
Preside nt of the Ranchi Rotary Club for a period. He 
was appointed Chief Medical Adviser in 1975 to the 
WHO for the Smallpox Eradication Programme. 
He leaves behind hi.s wife, a son and a daughter. 
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Dr. Mathura Das Sahgal 

Dr. Mathura Das Sahgal, a distinguished member 
of the .Tullundur Branch of IMA, passed away on 
22-1-1976. Born on 4-11-1891 Dr. Sahgal qualified for 
the profession from King George Medical College, 
Lahore (now in West Pakistan). .Joining service as a 
medical ofliccr in Burma in 1912, he volunteered for 
the army medical corps during the 1st World War. 
He left Burma in 1942 forced by the political situa¬ 
tion prevailing there at the time. During his Journey 
to India through hillylerrains and forests he attended 
the sick refugees and those wounded in the war. He 


returned to Burma in 1045 along with members of 
the Burmese Government in exile and was honoured 
by the Government for his dedicated service. After 
Independence he came back to India and started 
private practice in Jullundur. 

Dr. R. A. Bhagwat 

Dr. R. A. Bhagwat, a former Senior Vice-President 
of IMA and President of M.P. State Branch, passed 
away on 25-11-1977. Born on 9-4-1907 at Gwalior 
Dr. Bhagwat matriculated from the Punjab Univer¬ 
sity and qualified as an L.M.P. from Nagpur Board 
end as L.C.P.&S. from Bombay. Shortly after he 
started his private practice in 1936, he came to be 
associated with the Indore Branch, which flourished 
considerably during his tenure first as Secretary and 
later as Pre.sident. He established a charitable rural 
health centre at Manglia, a small village about 11 
miles away from Indore In 1955 and followed it up 
with a similar centre at Kasturbagram. A senior 
member whose views were often .sought and highly 
regarded by those at the IMA Headquarters. Dr. 
Bhagwat toured almost the whole of India for pro¬ 
moting the cause of IMA. In 1973 the people of the 
Indore City felicitated him for his contribution to 
IMA and his long dedicated service for alleviating 
human sufferings. 
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Dr. Dina Nath Bhatnagar 
Dr. Dina Nath Bhatnagar, a member of the 
Allahabad Branch of IMA, passed away on 8-2-1978 
after suffering from cancer prostate. Born in Janu¬ 
ary 1901, Dr. Bhatnagar graduated in medicine from 
King Edward Medical College, Lahore, in 1925. He 
had a brilliant academic career and secured Govern¬ 
ment scholarship and a number of medals and certi¬ 
ficates of honours in different subjects. He joined the 
Sir Ganguram Hospital, Lahore, in 1926 as a house- 
surgeon and served in the surgical and eye depart¬ 
ments of hospital till 1932. He took up private prac¬ 
tice in 1933 and started his own clinic in Lahore. 
Following the partition of India in 1947 he shifted 
to Allahabad and soon established himself there as 
an E.N.T. consultant. He was also attached to 
Crosthwaite Girls’ College as medical officer. 


2W 
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Association Notes 

IMA President's Appeal to Members 
Dear Members. 

Your Journal is housed in a building which is neither 
sufficient for its growing needs nor is in a sound 
condition to ensure smooth working. The need for a 
proper place for a better function was being felt for 
a long time. 

Members of IMA both at home and abroad will bo 
happy to know that your Building Standing Com¬ 
mittee has prepared plans to con.struct a building for 
your Journal in Calcutta which will provide accommo¬ 
dation for stay of members also. With the rise in price 
of material and labour the construction costs have 
gone sky-high. To build your own house, no sacrifice 
is big enough. I take this opportunity to appeal to you 
to donate liberally for the Building Fund of the IMA 
Building, Calcutta .so that the project may be started 
without loss of time. 

All contributions big and small will bo gratefully 
accepted and tho.se of us who cannot pay lump sum 
may start remitting their contributions m instalments. 

I im confident you will rise to the occasion to 
construct your house. 

DR. J. V. R. SARMA, 
President 

Proposal for Periodical Registration of Doctors 
by State Medical Councils 

In course of a circular issued from the IMA Head¬ 
quarters. New Delhi, Ur. M. O. Garg. Hony. General 
Secretary, IMA states: 

Of late, there has been a move on the part of some 
of the State Medical Councils to replace the system 
of one time registration for doctors by compulsory 
periodical registration possibly once in every 5 years. 
In fact some of these Slate Councils have sought the 
opinion of IMA on the subject and the IMA has 
strongly opposed the move for many reasons. The 
Indian Medical Association has also repeatedly placed 
its views on the subject before the Medical Council 
of India, which is the statutory body responsible for 
maintaining standard of medical education and regis- 
,tration of medical personnel in the country. Taking 
into consideration the recommendations of the IMA 
;in this behalf as also the opinions from other sources, 
the Medical Council in the meeting of its Executive 
Committee held on March 16, 1978 considered this 
issue and decided as under; 

"The Executive Committee considered the ques¬ 
tion of making provisions in the Indian Medical 
Council Act, 1956, for periodical registration of 
debtors in the country and the Executive Com¬ 
mittee was not in favour of making any provi- 
visions for periodical registration of medical 
practitioners, but some procedure be laid down 
to effectively keep and maintain a live Indian 
Medical Register." 

The above decision of the Medical Council is being 
communicated to you for your information and refer¬ 
ence whenever necessary. In case there ia a proposal 
of levying compulsory renewal fees on doctors in your 
State it should be opposed tooth and nail and the 
Headquarters be apprised of the developments where- 
ever necessary. ^ 


tMA Collage QPs to Organise a Workshop Seminar 
at New Delhi 

TTie IMA College of General Practitioners proposes 
to organise a Workshop Seminar at New Delhi on 
August 13-15, 1978 on the theme "Evaluation of Gene¬ 
ral Practice/Community Medicine and Self-assessment 
—Techniques and Methods." In an appeal issued in 
this connection Dr. P. C. Bhatla, Dean of Studies, 
IMA College of General Practitioners, states; 

"It is well-known that over 85,000-90,000 are gene¬ 
ral practitioners. Some of them are general duty 
rncdical officers. They all need constant refreshing. 
Those working in institutions, etc., may be having 
constant exposure to the recent advances, but those 
outside in practice have but little to rely on. As such, 
it is thought that a national feeling has to be aroused 
in this field for ail to share responsibility of provid¬ 
ing and evaluating 'Continuing Education’ as well as 
devising methodology and technique for self-educa¬ 
tion and self-asses.sment of the academic advance¬ 
ment achieved by each practitioner." 

The College hopes to finalise in this workshop 
seminar details ot strategy for implementation of 
programmes within the national resources. The work¬ 
shop seminar is intended in particular for the re¬ 
presentatives of the IMA College of General Practi¬ 
tioners and the Heads of Depaitmenls of Preventive 
and Social Medicine of all Medical Colleges and their 
Deans. 

Individuals or institutions intending to join the 
workshop seminar are requested to have registration 
form and detailed information regarding, fees, accom¬ 
modation, programme, etc., from the IMA College of 
General Practitioners, IMA House', Indrapra. 5 tha Marg. 
New Delhi 110 002. 

Results of II All-India Examination for P.C.G.P. 

The following have qualified for and will be 
awarded Fellowship of the IMA College of General 
Practitioners (F.C.G.P.j in recognition of their pro¬ 
fessional and academic excellence judged through an 
examination (both written and oral and practical) held 
on April 8-10, 1978, announces Dr. P. C. Bhatla, Dean 
of Studies, IMA College of General Practitioners; 

A. Merit List: 


1. Dr. Sudhir Oswal (Delhi)—Awarded gold medal 
and certificate of merit. 2. Dr. Ram Awalar Sharma 
(Dumra)—Awarded silver medal and certificate of 
merit. 3, Dr. Mohammad Daud Ali (Biharsharif)— 
Awarded bronze medal and certificate of merit. 4, Dr. 
Nawal Kishore Prasad (Biharsharif)—Awarded certifl-^ 
cate of merit. 5. Dr. Chandra Suresh (Biharsharif)— 
Awarded certificate of merit and 6. Dr. Savitri Sinha 
(Sitamarhi)—Awarded certificate of merit. 


B. other Successful Candidates (State-wise List): 

1. Dr. Ram Mohan Agarwal (Moradabad); 2. Dr. 
Arun Kumar (Bareilly); 3. Dr. Ram Krishna Chander 
Misra (Gorakhpur); 4. Dr. Naveen Chander Sehgal 
(New Delhi); 5. Dr. Roshan Lai Gupta (Sri Karan- 
pur); 8. Dr. Hardev Singh Sandhu (Batala); 7. Dr. 

Bhagat (Monghyr); 8. Dr. S. Balakrishnan 
(Pattukkottai); 9. Dr. M. I. Jahan (Gauhati); 10. Dr. 
M. L. Sharma (Giridih); 11 . Dr. Irrinki Suryanarayana 
Rao (Bhimavaram); 12. Dr. Goteti Guna.sagar (Bhima- 
varam). 13. Dr. Nandyala Pulli Venkata Satyanarayana 
Raju (Bhimavaram): 14. Dr. P. J. Rao (Chilakalurl- 
pet); 15. Dr. Vinay A. Naik (Surat); 16. Dr. S G 
Kimmatkar (Nagpur); 17. Dr. K. R. Sanghavi (Ahme- 
dabad); 18. Dr. P. A. Sarasu (Eltumanur); 19. Dr. 
P. K. Sukumaran (Trichur); 20. Dr. O. Baby (Etturaa- 
nur); 21. Dr. N. C. Joy (Pulikal Kauala); 22. Dr. K E 
Paulose (Muvattupuzha); 23. Dr. Krishna Dayai 
Prasad Verma (Chandl); 24. Dr. M. Iqubal Ahmed 
(Mahalpar): 25. Dr. Ashok Kumar Verma (Khandak- 
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par). 26. Dr. Awadhesh Prasad (Biharsharif); 27. Dr. 
Jugdeo Prasad (Hilsa). 

C. Candidates to Reappear in A Part of the Examination : 

1. Dr. Baqaj Moninuddin (Delhi)—In Paper I and II 
(Part 1) and in Part II. 2. Ur. P. G. Mohankrishnan 
(Moongillhuraipattu)—In Part II only. 3. Dr. Patel 
Dlvyakant Govindlal (Ahtnedabad)—In Paper I and II 
(Part I) and in Part H. 4. Dr. Anjana Divyakant 
Patel (Ahmedabad)—In Paper I and 11 (Part I) and in 
Part 11. 5. Ur. Shah Narendra Natvarlal (Ahmedabad) 
—In Paper 11 (Part 1); and in Part II. 6. Dr. Gautam 
Prakash Sahai (Patna)—In Paper I and 11 (Part 1) 
and in Part II. 

Entrle.s Invited for IMA Awards, 1978 
Tb«.' Indian Medii-ai Association (Hqrs.) has announc¬ 
ed the following awards to be given away during 1978 : 

1) IMA MICDICAL EUl'CATlON AND RESEARCH AWAHllS 
Subject: Scope of Research In and into General Practice 

The award carries a cash prize of Rs. 1,000/- and 
a scroll plus actual travelling expenses (subject to 
maximum of Rs. 500/-) to and from the place of 
All-lndia Medical Conference for the year. 

2) IMA MliDlCAL EUl'CATlON AND HE.SKAHCU AWARD FOR 
VODNO (IRADIJATKS 

Subject: Ethics In Medical Profession 

The award carries a cash prize of Rs. 500/- a 
scroll and a maximum of Rs. 350/- for travel to and 
from the place of All-India Medical Conference for 
the year. 

3) IMA DR. lUIlRENDHA DDTTA AWARD IN CARDlOLOf.Y 
Subject: Domiciliary Management of Coronary Heart 

Disease in Rural Surroundings 

The award carries a gold medal and a scroll. 

The award No. 1 and the award No. 3 are open to 
ail members of IMA. The award No. 2 is open to 
those members ol IMA who have not completed 
10 yeans from the first day of internship. 

Dissertations on respective subjects of the 
awards m quadruplicate must reach the IMA 
headquarters by not later than September 30, ly7S. 

4) DR. D. S. AlbNAdl'.KAR AWARD 

The award carries a ca.sh prize of R.s. 1,000 only 
and will be given for the best published research 
work in any subject in the field of medical .subjects 
including clinical research. Rules regarding the 
award and the proforma lor furnishing particulars 
of a numinee may be obtained from the IMA Head¬ 
quarters. The proforma duly completed in quadru¬ 
plicate should reach the respective local State/Tern- 
torial Branch by not later than September 30, 1978, 

5) DR. C. T. TIIAKAR AWARD 

The award carries a cash prize of Rs. 1,000/- and is 
intended to encourage community service of young 
doctors. Entrie.s have to be submitted in the form 
of accounts of the work done by an individual 
doctor. Rules of the award may be had from IMA 
Headquarters. Particulars in quadruplicate from 
members competing for the award should reach the 
Headquarters Office or the respective local and 
State/Tcrrilorial Branches of IMA by not later 
than September 30, 1978. 

DGHS Urges Members of IMA to Join the Fight 
against Malaria 

The Director Geveral oj Health Services, Govern^ 
merit of India, New Delhi, has issued the following 
message to members of IMA : 

The incidence of malaria was brought down to 
mere 0.1 million cases in 1965 from 75 million during 
1947-48 by successful implementation of (he National 
Malaria Control Programme and the National Malaria 
Eradication Programme. Deaths due to malaria were 
completely eliminated. Due to various factors the 
scourage of malaria is showing its ugly head n gnin 



With the drastic reduction in the IncldelSde of tnaldl^ 
the interest of medical practitioners in this subject 
also declined but with the re-appearan<% of malaria 
the clinicians should come forward to help in the con¬ 
trol and eradication of the disease. Their role is very 
vital in treatment and management of malaria cases, 
particularly in cerebral malaria. 

The problem of malaria today is such that only 
Government’s efforts will not yield the desired result 
till the medical practitioners come forward and share 
in this gigantic programme. The Indian Medical Asso¬ 
ciation has always stood by the side of the Govern¬ 
ment whenever their services were required. The IMA 
can organise through its good offices the medical 
practitioners, who have a vital role to play in this 
important National Malaria Eradication Programme. 
The patients have great faith in the medical practi¬ 
tioners and by virtue of this, the doctors have great 
influence on them. 

To fight malaria a modified plan of operation has 
been introduced with effect from 1-4-1977 throughout 
the country. Under this plan insecticide spraying will 
be undertaken in areas where the Annual Parasite 
Index is 2 and above (i.e. 2 cases per 1000 population 
per year). Surveillance work for reporting fever cases 
and collection of blood slides from these fever cases 
also form a part of the modified plan of operation. 
The surveillance worker visits every house in his beat 
fortnightly and takes blood smear from fever cases 
and gives pre.sumplive treatment. If the blood slide is 
found positive, a 5-day radical treatment is given. 
Each worker has been allotted 8,000 to 10,000 popu¬ 
lation. 'rhe incidence of cases has become so high 
that the surveillance worker cannot cope with all of 
them. P'or delecting malaria a blood slide is a must. 
A large number of fever cases is coming to medical 
practitioners everyday. It is expected therefore that 
every medical practitioner would think of the NMEP 
and help the Government in the following manner; 

1. Prepare blood smear from each fever case. 

2. Examine the blood smear himself wherever 
laboratory facilities are available with him and keep 
the proper record. 

3. Gel the blood smear examined and obtain the 
result from the nearest laboratory. 

The medical practitioners may face difficulty in 
despatching the slides. All the States have been 
advised to render help to them. They should sort out 
the difficulty regarding despatch of slides with the 
local health authority. The IMA can take up the 
matter with their respective State Branches and can 
finalise the procedure with the local or State Health 
authorities. , 

It is suggested that in an area one clinic of a 
medical practitioner may be fixed as drug distribu¬ 
tion centre and about 10-12 medical practitioners 
around it should send blood' slides to this centre. 
■The surveillance worker will collect, take the slides to 
the laboratory and also bring back the report. 

4. Spread health education which has an impor¬ 
tant role to play in the programme. 

It is true medical practitioners remain busy in 
their clinics but they may advise their patients (1) to 
accept spray when the spray team visits, (ii) to 
accept antimalaria drugs when it is required, (iil) not 
to allow water to collect in any container for more 
than 7 days and iv) take a course of drug for 5 days 
if the blood slide Is found positive for malaria. 

5. Spare some of his time to maintain record of 
antimalaria drugs and blood slides supplied to him. 

I apjseal to all members of the Indian 
Association to come forward and strengthen my 
to face this enormous challenge and I am confident 
that they will leave no stone unturned in the 
against malaria. 
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antimycotic 
bacteriostatic] 
ointment. 


COMPOSITION 
Hydrocortisone 
Acetate I.P. 0.5% 
Salicylic Acid I.P. 6% 
Benzoic Acid I.P. 12% 
in white soft Paraffin base. 

PACKING 

yColiapsible tubes of 6g. 
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Remember, your antiseptic 
won't be fighting on 
neutral territory. 


Fdr from being a neutral territory, the 
•urface of the skin is usually acidic-and 
the acids present can reduce the activity 
of antiseptics which may seem to perform 
well at the neutral pH of conventional 
laboratory tests. 

Oettol. however, is not materially 
affected by acidic pH, nor is it deactivated 
by fatty acids or other skin secretions 
which interfere .with the performance of 
•ome antiseptics. 

Dettol is therefore fully effective on 
the skin, and its wide range of bactericidal 
activity covers all the common hospital 
pathogens, including problem organisms 
such as : Pseudomonas aeruginosa. 
Escherichia coli. Staphylococcus 
aureus, Klebsiella aerogenes, 
Proteus species. 

Dettol brings about an immediate and 
substantial reduction in the number of 
organisms on the skin and confers a 
pamsient antibacterial protection. 


Used in the correct concentrations, 
Dettol has a gentle action and can be 
applied to the skin for long periods 
without risk of sensitisation or 
toxicity reactions. 

Full iniormation I* available on request. 
Rackitt a Colman ot India Ltd., 
Pharmaceutical Olviaion, 

41. Chowrinahaa Road. 

Calcutta 700 071. 


DettoT fights 
pathogens 
on aU grounds 
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PRESCRIBE BY NAME 

LEVSOL* 

THE ANTHELMINTIC WITH WIDE SWEEP AND LONG REACH 
WITH A SINGLE. SIMPLE DOSE 



LEVAMISOLE HCI 


/ T \ RENO WHERE QUALITY COMES FIRST 

Pharmaceutical Division 

ttfiljQ CHEMICALS PHARMACEUTICALS AND COSMETICS PVT. LTD. 


Reno House. Senteciui, BointMV-400 055 INDIA • Phone 538688 • Gram RENOLAB 
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Metronidazole 



Tablets 
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BLEEDING CONFIDENTLY CONTROLLED 
WITH UNSURPASSED HEMOSTATS... 


CHROMOSTAT 

CAPROSTAT 


Epsilon Aminocaproic Acid 


MP477 


Littraturis avoilablt 
on roquest 



LIFE PHAKHACEUTICALS (P) LTD., 

3/2B. Orient Row, Calcutla>17. 


OTHER PRODUCTS OF MERIT 
CHROMERGEN • ELNEURON • IMERGEN • 0-AL^R • ELOXYME 
FLUMAZIN • ELSORBtN • ELYVIN • METRINA • PARABUTAZONE 
PARABUTAZONE Forta • PARAOXYPHEN • SEDAL 
TEN8ERENE • ELCIUN • ALKAPYRIN • MIXCARMIN 
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For the 
SEXUALLY 
INADEaUATE 
MALE 
ASSURED 



POTENZA 
ROYAL ELPHA 
VIROGEN-G 



QAMBERS LABORATORIES 

19. Sir P M. Ro«d, 90MBAY-400 001 


FOR ATTENTION 
OBSTETRICIANS 
AND 

GYNECOLOGISTS 

INGAGEN-M 

(Methylergometnne Maleate) 

A reliable drug inducing instant antf 
prolondbd action on the uterus. 

Dependable In emer^cies. 


Presentation 

a) Ampoules of 1 ml im and iv 

b) Sugar coated tablets 

hidiationt; 

1. Managemem after third stage of labour. 

Z. Post partum haemorrhage and atony. 

3. Post aborta! haemorrhage and atony* 

4 . Subinvolution of uterus. 

5. Management of the Second stage of labour 
following delivery of the anterior shoulder, 
under strict obstetric supervision. 

A Caesarean section, Immediately after 
removal of the child either intravenous or 
intramuscular. 

7. Symptomatic treatment of uterine bleeding. 

Full Information available from : 



INGA LABORATORIES 

ntlVATE LIHITBI 

Hthskali Road, Andheri, Bombay • 400 093 
Telex: 011^48-ingalab 
Telephone: 571129/572932 
Gram : INGALAB — Bombay>58 


Advartifing Kamp 
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TETRADCK 


Otilperforms 
' tetracvdliHis 

(Capsules ' 100 mg. Ooxycyciine 

-(Poxycydine Hydrochioildel 
fc;;; > * m strips of 10's 
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NEW-DIGITAL THERMOMETER 


LARGE BRIGHT 


10/16 SEC RESPONSE 
CLINICAL RANGE 
32 C—46 C 
(«S F-113 F) 
OVERALL RANGE 

O C— 7S C 
(32 F-140 F) 


A WONDER OF MICRO-ELECTRONICS 

As easy to use as i( is to read. Simply place Thermister 
probe in desired position and press ON switch. Size 6j 
i(2{."xr’, weight 9 oz. Temperature lock lacilily Press 
HOLD to retain reading even alter probe is removed 
Power: 4-I 5v Penlight batteries good for approx. 2000 
measurements. Supplied complete with plug-in probe, 
cord 36". suitable for oral, armpit, skin surface, rectal 
use, 4 batteries carrying pouch. PRICE : f69 50. Airpost 
/Insur. C5.00. (Standard production is in Centigrade 
scale. Fahrenheit seals special order, add C6 00 ) Please 
writs for pro-forma invoice 

ANDREW STEPHENS CO. HEDICAL ELECTRONICS 

41 DICKSON ROAD. BLACKPOOL. ENGLAND 



New MK. ) tnod^'l. now wnn Meiittra|>e ari'l du»l diatnotit ruilinr, Offprs two 
•iii'lhoils of blood presturtf m«Bii|rompni, ij | WithOtU ttethesc-opc At ruff dP*lai«k 
flailiiiig on rtn «nrretil dial, with •iidlble ble«p, indicate^ Sy,,(cjtir/r)latt..> ir 

i)i Witll filuf in binaurali. tupplird, aRiplifiPS up to tOOO iimrs. tha aeit'll blnod 
prriiiitc suuiidt from firki “Uiud" ro phayc d/S "dluppeaein| loufitt Vol ifn« Lbii«rr>l 
lo suit u\ei \ prelcrrncr I hp ipiiM(ivli)r ii inch ihai tin weaken aouniL m ly hr heard 
Will dctrrt a Diairiili'-as Inw at 20')0mmHO. A iwiuh c: provided to iwlirK cut 
bleep With optliifial llrarijropr traniducti this ii ilfriply pl«|f;«d iiilo (f.i int'cii 
ntrn' and nted as an urdm it y sypilioicopr, lor many h.irdrcd 'tint t ainplil ca'i n ol t In 
haari and rfw'si sBiindt, yolnrnn rnniinllvd Ific Hvarisi.opt it »u consir.irira iSi n 
ran b« fast)/l«fi m iiiii on a rec<imhani pailcnl, for nioiiitortnf perpotv' ^itn 
apiioftal |pc nd ier of btiiaifrih and T ttibi* ronneetc* , for diiai drapno'.it iinchiny 
rtc , of blnrsd preisur* ai'd licari •ourids The tiaii&ducri rnlf his an adiiifir tal tiim 
rniu'tng firi I non-ilip appliraiion to ihc brachial ai ttry lunyaii I'oie ti uppllrdtr 
fanlitaip oavp nl use The u* ■( ts Srdiil I'ltp clocirenici. honiad in a leujh sibmPT with 
labia stand catrvfnK handlr Powci is suppliad by C I iv batlcrtas. 

Dniirntiofii 7 ia/rl 9 Wetjitt 3 b lb Supplied With hard lypr nrry cair 
PHts.L CTiK' AIAPO^I/INSUR lb SO lOpilonai Huartscope 1/S 00. Opinmal Ind 
iti btiiaurait and Y lube 14 SO. Pleaic write for pru-fornta InVbiCr 

ANDREW STEPHENS CO. MEDICAL ELECTRONICS 

•<1 DICKSON ROAD, BLACKPOOL. ENGLAND. 


Dissolve Ear Wax and Ease the Discomfort 



Auristillae 








Auristillae is a Non-Irritant, Bacteriostatic 
and Fungicidal Ear Drop. 

Instil 5-10 drops in the auricle and allow the 
solution to remain in the ear for 15-30 minutes 
or over-night if the wax is impacted. The 
dissolved and softened wax could easily be 
cleaned with cotton buds. 

Auristillae is very safe and keeping 
personal hygiene in consideration it can 
be advocated as and when required. 


SUNNY INDUSTRIES PRIVATE LTD. 
49/IB Harish Mukherjee Road 
Calcutta 700 025 
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offers 

complete protection 
in the treatment of 

CUTS • BURNS • WOUNDS 

and 

PROMOTES HEALING. TOO 


"(Nitrofurazone} tends to 
promote healing as well as 
destroy microorganisms." 

SBunSera Currant MandaMih 1970 72 MAHV 
W. rAi.CON6S,«i aU, p, 


"Clinically the beneficial 
effects of Nitrofurazone can 
be considered as unchanged 
since 1947." 

Ihiplav C.N. (1 seS) Afnar Surgeon 91 >1SS 


S|n s UNIQUE CHEMICALS (Piop, J. B. Chemicals b Pharmaceuticals Pvt LWL) 

N BIlC Di Annit Bnnil Bold Werll. Bombay 400 01B. 

® Reghtered Tcsdamsit. 
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The lOLWard Vacuum Unit is designed to operate off a vacuum pipeline system for 
routine and emergency applications in wards and operation theatres. The compact 
and elegant Suction Controller Unit ensures maximum efficiency during use. 


Safety features The Suction Controller Unit and the Receiving Jar have 
several built-in safeguards to prevent overfilling and 
contamination of the pipeline. 

Easy sterilization All components which may become contaminated are 
easily sterilized. Re-assembly afterwards is simple and 
straightforward. 

lOL's tailormade system lOL has the capability to design and fabricate an entire 

vacuum pipeline system that is tailor-made to suit your 
requirements. 


lOL 


For further details, please write to the nearest lOL office. 


Z222 Indian Oxygen Limited 

An MS 06 iill« of m 


Mftlisfueld 


P 34 Taratala Road, Calcutta 700053 



IOX/CAS-7/7e| 
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A GROWING ^ 
CONCERN 
FOR IHE 
WORLD'S 
GOOD HEALIH. 
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medimpex 

Hungarian Trading Coiupany 
for Pharmaceutical Products 

H/1803, Budapest 5^ P.O. Box 126, Huny jry 


Thai's whnt Medimpex is committed lu foi 
all these years Providing the basic ph.d(ma 
ceutical products the pharmaceutical in¬ 
dustry cannot do without In as many as 
82 countries the world over Only to give 
the world a new lease of life 

Medimpe^ supplies Antibiotics Ai itilnlie.i 
culai Agents. Ergot Alkriloids, Honnones 
Vhtamins. Moiphine Alkaloids Organic 
Extracts, Chemothei apeutics, Sei.i and 
Vaccines Veterinary Seia and Merlicines, 
Feed Suptilements you d iilrnnst go bre 
athless listing tfieni 

Some of these am life savers, in fact All 
exported through Medimpex the Hungnrian 
trading company lor pharmaceutical pro¬ 
ducts 

Medimpex is entrusted with tfie pttiduci 
exports of all these learfing works III Hung ary 

• Chemical Works of Gedeon Hicfiter Ltri 

• Ctiinoin Pharmtaceiifical and Chemicat 
Works l td 

• Egyt Pharmaceutical VViriks 

• Pharmaceutical Woik-, Biogal 

• Chemical Woiks Reanal 

• Alkaloids Chemical Works 

• Phylsxia Veteiiiiary Biologicals and Peed 
s'uffs Co 

• Institute for Serrabacteriological Produc 
tion and Research Human 
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Prescribe routinely 




Oamma 

Globulirf 


Human Normal 
Immunoglobulin 


an advance in the 
prophylaxis and 
control of viral 
and bacterial 
infections 


BHARAT GAMMA 
GLOBULIN is a 
superior 
biological 
because: 

1 It IS made in laboratories 
known, world-wide, to 
be pioneers in blood 
fractionation 

2 Human blood (not 
placenta) is used to 
ensure superior quality 

3 Has a superior 
concentration of 
antibodies (20 times 
higher than that of 
normal plasma) 

4 A highly sophisticated 
technical process is 
used, ensuring maximum 
therapeutic efficacy 
and safety. 

5. It is available at a 
minimum price. 
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COMPOSITION: 

Gammaglobulin is available in 
concentrations of 10% and 
15% (approx. 100 mg. and 
150 mg. per ml.) in vials 
of 1 ml and 2 ml. It contains 
glycine as a stabiliser, and 
also thiomersol as a 
preservative in concentration 
of 0.01 %. 


BHARAT 

OammaOlobuliif 

(Human Normal immunoglobulin 10% & 15%) 



IDEAL ADJUVANT: 

Gammaglobulin potentiates 
the effect of treatment with 
chemotherapy and antibiotics 
to a high degree. 


ADMINISTRATION: 

Gammaglobulin should be 
administered within 6 days of 
exposure to infections. 

Gammaglobulin Bharat should 
be injected preferably 
intramuscularly or 
subcutaneously (never 
intravenously or 
intravascularly as there is a 
risk of drop in blood pressure). 
Reactions very seldom occur 
at the site of injections. 

The passive protection afforded 
with gammagipbulin lasts 
for several weeks: 


INDICATIONS: 

Gammaglobulin is used as a 
prophylaxis in various 
infectious diseases like 
measlef. rubella (in pregnant 
women), infectious hepatitis, 
severe bacterial infections, 
burns, hypogammaglobulinemia, 
agammaglobulinemia, chicken 
pox, mumps & poliomyelitis. 

It can also be used in the 
treatment of antibody 
deficiency. 



FOR INTRAMUSCULAR 
USE ONLY 



v: 





^ _ SVMiSi 

PACKING :Vr;r 

In vials of 1 ml & 2 ml 
In vials of 1 ml & 2 ml 

STORAGE: 

In a refrigerator + 2" to + 8’ C. 

PRICE; 

Maximum retail Price: 

Vial 10% 15% 

1 ml Rs. 13.00 Rs. 20.00 

2 ml Rs. 25.00 Rs. 38.00 

Plus taxes, packing and 
forwarding charges. 

EXPIRY: 

Maximum efficacy of the 
product is retained for 
three years. 


BHARAT 

SERUMS & VACCINES 

Salas Offica: 

BOMBAY MUTUAL TERRACE, 
S34. SANDHURST ROAD BRIDGE, 
BOMBAY 400007. INDIA. 


f^nairaAtteeiaiat 
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The first one remains 
the desired one.^ 






B-G-PHOS 
was the first major 
tonic to be 
introduced in India. 

ELIXIR 

Tradomaffc 

B-G-PHOS 

(Mtiiiiin H t > iipU \ + ^pliosph itc".) 

THE TIME TESTED 
FAMILY TONIC+ 

■ helps improve appetite 

■ stimulates digestive 
functions 

■ pleasantly flavoured 

10 laabP i«-i. 7 os-j 


Supplied In boltii^ aMl4 ml 228 ml 456 m> 
Note Di 'a I d mlormdlion is dvaiUble to 
phy c uns on request 

«■ F 44 lulu and rh kl tn uwr C ytiari ol 999 


® m SMV fi MMe IF im iMiH 

••pIMnt bCf Ik USA MmIMiCm i 17 Cieiwiii* liailiAIIBV 

OWfibulof VetUi Limlttdl 

where today's theory is tomorreer's therapy 
Oevika 812 6 
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The high power 
single drug therapy J* 
in AMOEBIASIS / 


r. 

'^saaiil 


\ 
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/ 
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Meiron 


^ New 
Introduction^ 


INron, 

I tacceptability, 

E*"«*„" r .... 



COMPOSITION 

METRON® 

Each tablet contains 
Metronidazole B P 200 mg 

MERON®FORTE 

Each tablet contains 
Metronidazole B P 400 mg 

METRON® 

PAEDIATRIC SUSPENSION 

Each 5 ml 

(approx one teaspoonfui) contains 
Metronidazole Benzoyl Oxylate 
equivalent to 

Metronidazole BP 100 mg 


Manufactured in India by 

ALKEM LABORATORIES PRIVATE LIMITED 

702-A Poonam Chambers Dr A B Road Worli Bombay-400018 


"Both bowel lumen-dwelling 
and tissue-invading forms of 
amoebae are present where 
there is active disease 
Metfonida7ole will kill both 
forms, and for routine purposes 
It replaces the complex multiple 
drug regimens previously 
necessary' 

(Clinical Pharmacology by Di D t Laurence 
Fourth Edit on 1973 P igo- 8 25 and 8 26 ) 


PRESENTATION 


10 strips of 10 tablets 
each m a carton 


10 strips of 10 tablets 
each in a carton 


Bottle of 45 ml 


I Registered trade Mark 
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Mehex 


tablets of mebendazole 100 mg 


the 

beginning 
of the end 


To the lay mind, the term "Scourge of the 
Tropics" might appear an exaggerated 
description of the problem of helminthiasis 
in India To the practised professional eye 
however, the phrase vividly portrays the 
endemic extent of this insidious condition. 
It is in the context of today's need for an 
anthelmintic that is effective in mixed 
infestations,that is simple, safe and 
economical .that CIPLA has introduced 
MEBEX. 

Extensive documentation rates MEBEX 
(mebendazole) superior to all earlier 
anthelmintics... MEBEX (mebendazole) has 
also been assessed NUMBER ONE drug 
for helminthiasis ("Model List of Essential 
Drugs" -WHO Expert Committee). 


MEBEX is a remarkable broad-spectrum 
anthelmintic—with a proven cure rate of 
80--100 per cent against Hookworm, 
Roundworm, Pinworm, Threadworm and 
even the notoriously difficult-to-eradicate 
Whipworm. 

MEBEX acts by causing selective and 
irreversible inhibition of gigcose uptake in 
helminths, resulting in their immobilization 
and death. MEBEX is poorly absorbed from 
the gastrointestinal tract, is remarkably free 
from side effects,and does not cause toxicity 
even in the presence of anaemia/malnutrition. 
MEBEX has a convenient dosage schedule - 
1 tablet b.i.d. for S'consecutive days, both 
for adults and children. 

MEBEX is available in strips of 6 tablets at 
a most economical price. 


Mebex 


CWA 

the one-for-all 

once-for-all anthelmintic 


289, Bellasis Road, Bombay 400 008 


7n MBX: JA 1 
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FURADAIMTIIM 

with LIQUORICE 

the specific one-system urinary 
antibacterial for all UTI's 

Recent Indian studies have demonstrated 
that ‘Furadantin’ with Liquorice brings to the 
physician the proven efficacy of nitrofuran 
toin with improved gastric tolerance. This 
will ensure better patient acceptance and 
adherence to course of therapy 

nitrofurantoin therapy with improved .gastric tolerance 


*n«oa ritdr Mim 


SMITH KLINE &f RENCH pr h lod 
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rn liiiti 


The accepted 
adjuvant to 
W ANTIBIOTICS 



Oxyphenbuu-'on* BP 100 ng 

as an adjuvant to antibiotics 

• REDUCIN helps in making greater concentration of 
antibiotics available at the site of infection for more 
powerful antibacterial action 

• REDUCIN help^ in shortening the duration and 
intensity of the disease 

• REDUCIN helps in quickly relieving pain, fever 
and swelling 

I •REDUCIN he'ps the patient to return early to work 

V > 



UNIQUC PHARMACEUTICAL LABS 83 B&C Dr Annie Beuni Road. Woili Bombay 400018 
Dotaiied information la available on req.icn @ Raoisterod TrademBfk 
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COMBINATION 

"Combinations of drugs provide the most satisfactory 
traatmant of invasive amebiasis In ambulant cases 
of amebic dysentery, the TETRACYCLINES, with a 
'contact* amabicide active in the bowel lumen such as 
DIIODOHYOROXYQUINOLINE, combined with 
CHLOROQUINE to protect against hepatic invasion 
have consistently yielded high cure-rates Chloroquine 
and 'contact' amebicides without a broad-spectrum 
antibiotic, however, are relatively ineffective " 

(The Lancet July 2 1966) 

eradicate amebiasis.,, 
with a three pronged attack... 


AMICUNE 


TETRACYCLINE HYDROCHLORIDE • OIIODDHYDROXYQUINOLINE • CHLOROQUINE PHOSPHATE 


the original combination 


• ITS PAST GIVES YOU CONFIDENCE IN ITS FUTURE 
After years of wide clinical use AMICLIN^still guarantees 
947a success (Th« Lincat 1960 1 76 77 ) 


• PROMPT AND POTENT 

• KEEPS YOUR TREATMENT WHERE THE TROUBLE IS 

• CONVENIENT AND ECONOMICAL 

• AM I CLIN Eyeing a combination of drugs overcomes the 
three problems involved in the treatment of amebiasis and 
eradicates amebiasis 


GRIFFON 





laboratoires pvt. ltd., 

20, Hams Ro^, Bcmbay 40001J 
(Reewlvetl Proprietor of the Trade-marks®) 


Does not suppress normal intestinal flora 


PACKING: 

Cartons of 40 tablets in strips. 
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FLUCORT 

Fluocinolone Acetonide 0.025% skin ointment 



Available as: 

5 g. and 15g. tubes. 
Also available as 
Fiucort-N and 
Flucort-C 
skin ointments. 

• 

Phones; $76947>563122 
Gram: 'LYKAPEN' 
Bombay-400 0S7. 


m CO Wtam 

i-in 

si-r’ 

ilC 






Beats 

better ones 
in small 
strength 

For forther particulars phase contact: 

LYKA LABS 

77. Nehru Road. Vile Parle-East. 

Bomboy-400 057 
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Old is Gold 


NH: 




/ 


NH 


SO, — N = C 


NH: 


SULPHAGUANIDINE TABLETS 

For safe and effective control 
of Gastrointestinal infections. CH3 


NH: 




SO: 



CH: 


SULPHADIMIDINE TABLETS 

The first line of treatment in uncomplicated 

systemic infections. 



siaipa 


Country's largest manufacturer of SULPHAS 


naaiiori- 10/78 
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mth fast-acting 

FUROXOIVIE suspension 


in diarrhoeas and dysenteries 


■ Quick recovery from symptoms ■ Freedom from bacterial 

and infection resistance 

■ High cure rate ■ Undisturbed intestinal flora 

■ Broad spectrum bactericidal ■ Palatable taste 
action 

Presentation 

flavoured suspension in bottles of 57 ml (2 oz) Tablets in cetchcovers of 12 
(Before prescribing see Product Information) 


*Regd. Trade Mark 
FNSPAiaind 


SMITH KLINE SFRENCH 
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ORIGINALS AND PAPERS 


Gastric Secretory Study in Protein Calorie Malnutrition 
(PCM) in Adults and Correlation with Gastric Mucosal 
Structure, Small Bowel Microflora and Absorption 

D. N. GUHA MAZLTMDAR*, R. C. MITRA**, N. MiTRA***, N. N. SEN**** 

B. D. CHATTERJEE***** 

[Received for poWication July 5, 1976] 


Malnutrition and tropical sprue (TS) are observed 
in many adult patients in Calcutta. In a previous 
study amongst such patients the authors found it 
difficult to differentiate the 2 conditions clinically. 
Slcatorrhoca, however was a prominent feature in 
TS patients while it was not so significant in pCM. 
Further, the small bowel was found to harbour a 
large number of coliform organisms in most of the 
cases of TS but only in some patients suffering from 
PCM (Ciorbach et al., 1970). During another scries 
of study among local residents it had been observed 
that the gastric acid secretion was low among people 
belonging to lower socio-economic condition than 
among alflucni people and that V. chokrae infection 
occurred largely in a population with impaired acid 
secretion fSack etal., 1972). The authors therefore, 
intended to study, as will be presented in this paper, 
the gastric secretory function in PCM among adult 
Bengalees and to correlate the results with the gastric 
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mucosal structure. Bacterial content and absorp¬ 
tive functions of the small intestines were also 
studied and the results are further correlated with 
the gastric secretory activity. 

Materiai. and Method 

Fourteen Bengalee patients suffering from PCM, 
varying in ages between 19 and 70 years were studied 
in the general ward of ID Hospital, Calcutta. Of 
these 8 were male. Dietary hislory of all these 
patients were obtained by questionnaire method 
and all of them indicated grossly inadequate intake 
of calorie and protein in their diet for a prolonged 
period. Their clinical presentation was charac¬ 
terised by muscle wasting with oedema in the 
dependent parts of the body while a few had anas¬ 
arca. Appropriate investigations were done to exclude 
the possibility of associated systemic diseases before 
the patients were taken up for this study and all of 
them fulfilled the criteria ol low serum albumin 
level, i.e., 2 g. per cent or less. Twenty subjects of 
the same socio-economic group were studied as 
controls. 

Blood samples were collected from each patient 
immediately after admission for the estimation of 
haemoglobin, serum iron, total serum proteins and 
albumin. Bone marrow examination was done in 11 
cases. All the patients were given hospital diet 
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suj^lying 2500 calories during the course of treat¬ 
ment, varying between 6 to 12 weeks, and the 
diet contained about 150 g. of protein. They also 
received vitamins and iron orally during the period 
of treatment. Regular clinical progress and change 
of body weight, haemoglobin and serum albumin 
values were determined at frequent intervals. 

Initial gastric acid secretory study was performed 
in all these patients within 2 to 3 days of Emission. 
The basal gastric secretion was collected during four 
15-minute periods from each patient after fasting 
for 10 to 12 hours, by introducing a radio-opaque 
nasogastric tube in the pyloric portion of the sto¬ 
mach and positioning it by screening. Then 50 mg. 
of amclazolc hydrochloride was injected in the 
biceps and further four 15-minute period samples 
were collected. The total volume of the gastric 
secretions, their acid content and rate of production 
(basal and maximally stimulated) were determined. 
The details of the procedure adopted were same as 
has been described previously (Sack ct al., loc. cit.). 
Similar studies were done in 20 -controls of the 
same socio-economic group. Repeat study could be 
done in 7 patients after 6 to 12 weeks of treatment 
when clinical improvement was noticed by finding 
the gain in body weight (from the initial level or 
from the lowest value attained by initial fall due to 
loss of oedema fiuid by use of diuretics), improve¬ 
ment of haemoglobin values, elevation of serum 
albumin l^:vel, general sense of well being, etc. 

Multiple gastric mucosal biopsies were taken in 
6 cases selected at random from the body of the 
stomach by using Quinton’s hydraulic biopsy tube 
which was being positioned under fluoroscopic 
control. The histology of the gastric biopsy speci¬ 
mens was evaluated ‘blind’ by one of the authors 
(N. M.) without any knowledge of the patient’s 
gastric secretory status and were classified into 4 
grades according to the plan of Vaish et al. (1965). 

Faecal fat excretion, D-xylosc absorption test 
using 5 g. xylose by mouth and Schilling test for 
estimating vitamin Bj, absorption were done in 
these patients within a few days of admi.ssion in the 
hospital. Small bowel intubation was also carried 
out in 6 patients and specimens, obtained from 
different parts of the gastro-intestinal tract, were 
studied for micro-organisms quantitatively and 
qualitatively by one of the authors (B.D.C.). The 
details of techniques used for all these studies were 
the same as had been described previously (Gorbach 
ct al., 1969, 1970). 


Observations 

Generalised or localised bilateral pedal oedema 
was present in all the patients. Skin and hair changes 


of varying degrees were also present in all of them. 
Peripheral neuropathy was present in 3 of these 
cases. The oedema free body weight (measured 
after use of frusemide for a few day.s) varied between 
26 kg. and 46 kg. on the initial examination. Mild 
to moderate degree of anaemia was present in all 
the cases. The mean haemoglobin level was 8.2 g. 
per cent (range: 4.5 g. to 12.9 g.). Serum iron 
level was estimated in 7 patients and the mean level 
was 64 jiig./lOO ml. (range: 14.4 to 100 ^^ig./lOO ml). 
Bone marrow examination was done in 11 patients 
of which 7 patients .showed normoblastic and 3 
megaloblastic picture. Hypoprotcinacmia (mean: 
5.05 g./lOO ml; range; 3.74 to 5.77 g./lOO ml.) and 
hypoalbuminaemia (mean : 1.63 g.; range : 1.32 to 
2,0 g./100ml.) were present in all. Twenty-four-hour 
faecal fat excretion was found to be normal in all the 
11 patients studied (mean: 2.74 g./24 hours; range: 
0.60 to 6.63 g./24 hours), while Co”Bi.j absorption test 
was normal in all but 3 patients (12 patients studied: 
Mean excretion in urine: 15.34 per cent in 24 hours; 
range: 2.73 to 34.5 per cent). On the other hand the 
D-xylosc absorption was abnormal (mean: 0.653 g./ 
5 hours; range: 0.461 to 0.938 g./5 hours) in all the 
10 patients tested (Table I). Two patients died one 
week after admission. But the remaining 12 patients 
showed improvement of their general condition, 
body weight, anaemia and serum albumin values 
following hospital treatment for a period of 6 to 12 
weeks. 

Gastric secretory function studies -In the basal 
secretion no acid was detected in 9 out of 14 patients 
while lower rate of acid production in compari.son 
to the mean of control cases was detected in 3 
patients. On maximum stimulation by ametazolc 
hydrochloride 6 patients still remained achlorydric 
and 4 others hypochlorhydric. On repeat study done 
on 7 patients following improvement of their condi¬ 
tion by treatment for 6 to 12 weeks, 3 showed 
achlorhydria, and lowered rate of acid production 
in 2 others following stimulation by ametazolc 
hydrochloride. Only 2 out of these 7 patients 
showed moderate improvement in their acid secre¬ 
tory capacity by treatment. On statistical analysis 
the stimulated gastric acid output (mean rate of 
acid production : 2.45 ±1-03 mEq./hour) of patients 
suffering from PCM was found to be significantly 
low (PZ..01) in comparison to the control group 
(mean rate of acid production: 7.3±1.2 mEq./hour). 
There was no significant difference in the rate of 
stimulated acid production in the patients before 
and after therapy (Table 2). 

Gastric biopsy—Mild de^ee of cellular infiltration 
of the lamina propria with little atrophy of the 
glands (grade II changes) was seen in gastric biopsy 
material (Fig. 1, H. &E., x70; Fig. 2,H.&E., 
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Table J--Showing Cunfcal and laboratory Data of Patients wrm Protein Calorie Malnutrition 


Case 

No. 

Age 

(years) 

Sex 

Weight 
(odema 
free) 
in kg. 

Haemo¬ 

globin 

(g.%) 

Serum Bone marrow 
ironf/i g./ 

100 ml.) 

Total 

proteins 

(8-%) 

Albumin 

(g%) 

Faecal fat 
(24 hours 
collection 
ing.) 

D-xylose 
absorption 
(5 g. dose) 
in 5 hours 

Co” Bj, 
absorption 
(%in24 
hours) 

I 

35 

M 

34 

9.6 

53.5 

Megaloblastic 

5 

1.43 

0.6 

0.461 

8.9 

2 

47 

M 

42 

9.3 

57 

Normoblastic 

5 

1.68 

2.9 

0.603 

34.5 

3 

35 

F 

35 

12.9 

— 

Normoblastic 

4.85 

2.00 

2.8 

0.938 

22 

4 

55 

F 

28 

8.4 

100 

Normoblastic 

5.27 

1.48 

6.63 

0 692 

9.19 

5* 

25 

M 

30 

8.8 

100 

— 

4.34 

1.22 

— 


19.35 

6 

70 

F 

26 

6.4 

— 

Magaloblastic 

5.43 

1.00 

1.32 

0.533 

3.94 

7 

55 

M 

41 

5.8 

—1 

Normoblastic 

5 

2.00 

2.26 

0.708 

12.9 

8 

63 

F 

30 

7.5 

— 

Normoblastic 

5.32 

1.59 

3 

0.66 

13.9 

9 

55 

M 

46 

8.5 

72 

Normoblastic 

3.74 

1.41 

2.8 

0.6.39 

32.4 

10 

36 

M 

.14 

7.6 

— 

Normoblastic 

5.7 

1.6 

2..12 

0.878 

21.2 

II 

55 

M 

38 

4.5 

14.4 

Hypochronlic 

5.77 

1.76 

2.48 

0.675 

2.73 

12* 

19 

F 

26 

7.5 

53.5 

Megalolgastic 

4.4 

1.32 


— 

3.08 

13 

50 

M 

34 

6.6 

— 


5.6 

1.7 

3.2 

— 

— 

14 

.50 

F 

27 

11.05 



5.3 

1.8 

— 

_ 

— 


*Pa( ieats expired within one week after admission 


Table 2—Siiowini; Gastric Acid PRonuenoN (Mean Value) in Piwtein Caujrif, Malnutrition in Adults Before and After 

Stimulation with Ametazole Hydrochloride 



No. 

Total volume in 60 minutes 
(ml./hour) 

Rate of acid production in 
60 minutes (mEq./hour) 


studied 

Before 

After 

Before After 



stimulation 

stimulation 

stimulation stimulation 


Before treatment 

14 

9.3±I5 

146±22 

0.91 ± 0.57 

2.45±1.03 

After treatment 

7 

I00±19 

151 ±28 

1.48±0.69 

5.64±2.43 

P value (comparison of values before 
and after treatment) 


Not significant 

Not significant 

.<0.01 

Not significant 

Control (same socio-economic group) 

20 

89.bll 

143±12 

1.8±0.6 

7.3±1.2 

P value (comparison of cases ftcforc 
treatment and those of control) 


.-0.05 

Not significant 

Not significant 

<0.01 

Control (higher socit>-cconomic group. 
Sack cm/.. 1972) 

12 

110 L-12 

228^ 8 

4.9J;0.8 

* 

21.0±l.8 


X170) in 3 patients (cues 3, 6 and 13). Of these 
one patient (case 13) showed normal rate of stimu¬ 
lated gastric secretion initially, improving markedly 
after treatment. Two other patients showed the 
values less than that of control; but of these repeat 
study done in one, showed value higher than that of 
control. 

Moderate atrophic gastritis (grade III changes) 
characterised by varying degree of cellular infiltra¬ 
tion of the lamina propria with moderate atrophy 
of gastric glands (Fig. 3, H . & E., X70; Fig. 4, H. & 
E., X170) were found in.2 cases (cases I and 10). 
Initial value of the rate of stimulated gastric secre¬ 
tion was lower than control value in both of these 2 
cases and repeat study done in one case (case 1) 


after treatment showed some improvement of the 
value but it did not reach the control level. 

Severe atrophic gastritis characterised by severe 
atrophy of the mucosa with disroted glands and 
marked cellular infiltration (grade IV changes) was 
seen (Fig. 5,H. & E.,x70;Fig. 6, H. & E., xl70) in 
one case (case 4). This patient showed absence of acid 
secretion by maximal stimulation with ametazole 
hydrochloride initially and on repeat study follow¬ 
ing treatment. 

Intestinal bacterial flora—01 the 6 patients studied 
4 cases (cases 4, 8, 10 and 11) had high count of 
coliforra organisms (10* to 10* per ml.) in the 
jejunum and ileum. Of these 3 patients were achlor¬ 
hydric and one hypochlorhydric even after maximum 
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Pkj, 1_Showing Mk hopuotoi.kapji Anr.it GAsrnic; 

Bioi’Sy WITH Miin Drc.iii r. or C.r.i MM.AR Initi.tration Fig. 2 -Showing Micuophotograi’h afttr Gastric 

oi. THi: Lamina Propria (Gkadi II C.hangis) Biopsy with Gradf: JI CiiANT.r.s 

\ i.w 




Fic. J —Showing Microphotograpii with Modrrathv 

AtROPIIRII. CiASlRIC Gl.\MiS AMI VARYING DlGRl-.I-, 

or C.i'.Li 111 AR Inititkation in Lamina Propria 
(Guadi. hi Changr.s) 



Fig. 1 -Showing Microphotograph with GiiADii III 
CHANGn.S 



Fig. 5 --Showing Micropiiotoi.r ^PH wirn Severe 
Atrophy of Gastric Mi.co.sa with Distorted 
Geands and Marked Qci-ttAR Infietration Fig. 6— Showing Microhhotograph with Grade IV 

(Grade IV Changes) Changes 
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Stimulation with ametazole hydrochloride and re¬ 
mained so even after treatment. Of the 2 patients 
having normal bacterial count one was achlorhydric 
while the other had similar rate of acid secretion 
(stimulated) as the control. 

Discussion 

The present study demonstrates a significant 
lowering of gastric secretory activity (even after 
maximum stimulation by ametazole hydrochloride 
of patients suffering from PCM than of control sub¬ 
jects of the same socio-economic group. Further, 
this decreased secretory function persisted for a 
long time as it was not found to have reverted to 
control values even after treatment for 6 to 12 
weeks though their general condition, haemoglobin 
values and serum albumin levels improved. Vaish 
ut «/. Hoc. cit.) observed frequent occurrence of 
hypochlorhydria among their TS patients in South 
India. But as none of the patients in the present 
scries did have any stcatorrhoca and only a few had 
abnormal B^, absorption (3 out of 11 cases studied), 
wlule all of them had very low scrum albumin levels 
and gave a long history of deficient intake of pro¬ 
teins and calorics in their diet, the possibility of 
tropical sprue as the cause of decreased secretory 
activity of stomach could be excluded. 

A good correlation was observed between gastric 
biopsy findings and gastric secretory activity follow¬ 
ing stimulation by ametazole hydrochloride in the 
cases of the present series. A similar correlation was 
previously observed by many workers (Wood et ul.. 
1948; Funder and Weiden, 1952; Joske et ai, 
1955) between the results of augmented histamine 
test and gastric biopsy findings. However, the 
aetiology of gastric mucosal changes leading to 
decreased secretory activity is not yet clear. It is 
interesting to note that the mean value of the rate 
of acid secretion following stimulation by amciazolc 
hydrochloride (7.3 ±1.2 mEq./hour) among control 
subjects belonging to the low socio-economic strata 
of Bengalee population was also much lower than 
in people belonging to the higher socio-economic 
group (21.0±1.8 mEq./hour) (Sackera/., he. cit.). 
Possibly consumplinof low protein diet by the former 
group of people has something to do in producing 
gastric mucosal changes which may subsequently 
produce decreased secretory activity. Though some 
of the patients in the present scries had iron defi¬ 
ciency anaemia initially, this was possibly not the 
main cause of gastritis in the patients. All these 
patients had improvement of their anaemia follow¬ 
ing treatment, but majority of them maintained 
lowered secretory activity. Further, the role of 
anaemia in producing gastritis and/or achlorhydria is 
debatable. Though a few workers (Davidson and 


Markson, 1955; Lees and Rosenthal, 1958) are of 
opinion that iron deficiency as such can produce 
chronic gastritis and achlorhydria, others (Coghill, 
1969; Ikkala and Siurala, 1964) disagree with this 
hypothesis. 

Some correlation could be found between the 
decreased gastric secretory activity and increased 
bacterial content of the gut from the study of 
intestinal bacterial flora of 6 of these cases of PCM. 
Five of them were either achlorhydric or hypo- 
chlorhydric following stimulation by ametazole 
hydrochloride while 4 had high bacterial count in 
their gut. It is well known that achlorhydria 
produces contamination of small bowel by colonic 
organisms (Goldstein et al., 1962). But nwre 
presence of these organisms does not necessarily 
have any significance. Patients with achlorhydria 
may harbour large number of colonic bacteria in 
the upper small bowel and remain entirely asympto¬ 
matic. The host apparently lives in complete 
harmony with the commensals. Under some circums¬ 
tances, however, these organisms do not remain 
harmless commensals (Gorbach, 1967). Baker (1972) 
reported that he did not find in the South Indian 
people any difference in the bacterial population of 
the upper part of the gut in TS patients and func¬ 
tionally normal controls, but he agreed that 5 out of 
his 6 control cases had D-xylose malabsorption 
and they all had minor abnormality on intestinal 
biopsy. Though Mata et al. (1972) observed high 
bacteri.ll count in the gut of 13 children suffering 
from PCM and similar finding in 4 control subjects 
in Guatemala, they agreed that bacterial overgrowth 
is as common a finding in normal subjects as mucosal 
morphological abnormality (Sprinz et al., 1962; 
Klipstcin et al., 1968) and D-xylosc malabsorption 
(Klipstcin, 1970; Kcusch et at., 1970) in some 
normal subjects of certain tropical areas. The 
observation of abnormal D-xylosc absorption in 
all the patients of PCM in the present scries and 
similar findings with abnormal jejunal structure 
observed previously (Gorbach et al., 1970; Banwell 
et al., 1970) make one feel that the high degree of 
bacterial contamination of the gut is responsible for 
this. It is worthwhile to determine further the 
gastric secretory activity of normal persons of 
different nutritional status living in the tropics and 
its influence in determining the bacterial population 
of the upper part of the gut and to correlate these 
with the occurrence of tropical enteropathy as des¬ 
cribed by Baker and Mathan (1972) or subclinical 
malabsorption of the tropics as described by Linden- 
baum et al. (1972) or to find out whether any 
causal relationship exists between the former and 
the latter (Keusch, 1972). 

The observation of variable bone marrow picture, 
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serum iron level and B |3 absorption but presence of 
normal faecal fat excretion in the patients suffering 
from PCM in adults studied in the present series 
corroborated similar findings observed by Gorbach 
et al (1970). 

Summary 

Fourteen patients suffering from PCM in adults 
had been studied for a period of 6 to 12 weeks. 
None had any stcatorrhoea while Schilling test was 
normal in .ill but 3. But D-xylosc absorption was 
abnormal in all. Initial' basal and maximal gastric 
secretory activity following administration of 
amctazolc hydrochloride were ascertained in all the 
patients and could be rcpieated in 7 after treatment. 
The stimulated acid output of these patients were 
significantly low (6 cases had amctazolc hydro¬ 
chloride fast achlorhydria). There was no significant 
difference in the stimulated acid production in 
patients before and after therapy. Gastric biopsy 
done in 6 patients showed grade II changes in 3, 
grade 111 changes in 2 and grade IV changes in 
one. A fair correlation was obtained from gastric 
secretory activity and gastric biopsy finding. Bacterial 
content of upper bowel was determined in 6 patients 
and high coliform count (10® 10® per ml.) was 
found in 4. All of them were either achlorhydric 
or hypochlorhydric following stimulation by ameta- 
zole hydrochloride. 
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Lactation for Delaying 
Re-establishment of Men¬ 
struation and Its Possible 
Role in Family Planning 

(MRS.)SIJSHILA RATHFE*, TRIPTA YADAV** 

fRcceivcd for publication November 2,1976] 

The general belief amongst women that by not 
weaning their babies they are less liable to become 
pregnant again (Hammond, 1952), has caused 
lactation to be prolonged indefinitely (Foss and 
Short, 1951). There is a long list of such scries, 
wherein it is stated that prolonged lactation was 
the most common measure employed all over the 
wotld to prevent conception before the introduc¬ 
tion of the various modern contraceptive tech¬ 
niques. But conception during lactation is a well- 
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known occurrence although it is with Very low 
and variable percentage. 

Peekham (1934) observed tliat 30 per cent post 
partum women became pregnant within one year 
and approximately 2/5ths of them were still lactat- 
ing; one tenth (3 per cent) conceived without men¬ 
struating. 

Baxi (1958) states tliat the implication of dimi¬ 
nishing inhibitory influence of lactation on the 
resumption of menses is obvious, for the resump¬ 
tion of cyclic ovarian activity cannot be delayed 
indefinitely, by prolonging the period of nursing. 

The custom of prolonged lactation in this part 
of the country because of economic reasons and 
superstitions, the present empliasis on family plan¬ 
ning and the reluctance of the people to accept 
the modern contraceptive methods formed the basis 
of this study. 

¥ 

Matebul and Method 

Random studies of 375 cases of lactational 
amcnt)rrhoca, attending the Oui])atients’ Depart¬ 
ment of Medical College Hospital, Rohtak and 
its associated centres, were undertaken. The 
duration of lactation, amenorrhoea and spacing 
of births and their relation to parity, age, income, 
social status and the time of starting supplementary 
feeds were studied. None of the patients under 
study used any contraceptives. 

Observations 

All the women taken up for study under this 
project were still lactating and had not menstruated 
after delivery. So, their period of lactation and 
amenorrhoea were the same. They were lactating 
for a variable period, between 3 months and 3 
years with 15.9 months as the mean duration of 
amenorrhoea and lactation. Since the sample study 
did have a large number of such women who had 
already lactated for a considerable length of time 
(which was the main purpose of study, namely to 
evaluate the effects of prolonged lactation), no 
follow-up was carried out. As a result of this lack 
of follow-up there was an apparent increase in 
the number of women in the group who had lactated 
for under 10 months. 

Table 1 shows that there was a gradual increase 
in the duration of amenorrhoea as the age advanced. 
It also shows that the most productive years were 
between 20 and 30 years, constituting more than 
75 per cent of the scries. 

The parity of the patients varied from primi 
para to 7th para and no definite relationship could 
be established between parity and lactation 


Table 1—Showmo RELATioi^HmoF Lactation Amenorrhoea 
WITH Age 


Age in years 

No- of palicnls 

Mean duration of 
amenorrhoea in 
months 

15-19 

16 

10.7 

20-24 

169 

13.5 

25-29 

114 

15.7 

30-34 

46 

15.9 

35-39 

22 

20.8 

40-45 

8 

19.2 


amenorrhoea as is clear from Table 2. However, 
there was a clearly higher period of amenorrhoea 
in multiparous women. 


Table 2 -SifowiNC. Relationship of Lactation Amenorrhoea 



with Parity ' 


Parity 

No. of patients 

Mean duration of 
amenorrhoea in 
months 

1 

90 

12.4 

2 

106 

13.8 

3 

71 

16.4 

4 

42 

15.5 

5 

23 

13.9 

r- 5 

43 

19.5 


Tabic 3 shows relationship of lactation ame¬ 
norrhoea with family income. 


Table 3 -Showing Relationship of Lactation Amenorrhoea 
WITH Family Income 


Income per month 

No. of cases 

Mean duration of 

per family 


amenorrhoea in 



months 

Below Rs.400/- 

244 

14.2 

Rs.401-800/- 

125 

15.7 

Above Rs.800/- 

6 

9.0 


Table 4 shows that earlier the partial weaning 
(supplementary feeds) was started lesser was the 


TABLE 4—Showing Relationship of Laci ation Amenorrhoea 
WITH THE Time of Starting Supplementary Feeds 


Time of starting 

No. of cases 

Mean duration of 

supplementary feeds 


amenorrhoea in 
months 

Before 6 months 

19 

10.4 

6-12 months 

63 

16.6 

After 12 months 

78 

24.3 
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dttfation of amenorrhoea and vice versa. It also 
shows that only 160 out of 375 mothers started 
supplementary feeds. As for spacing, only 7.8 
per cent had an interval of less than 2 years between 
succeeding births and none less than one year, S4.7 
per cent had the next pregnancy between 2-3 years, 
34.3 per cent had 3 to 4 years and only 3.2 per cent 
had an interval of more tiian 4 years. Clinical exa¬ 
mination revealed that 96.3 per cent cases had 
hyperinvoluted uterus and only 3.7 per cent had 
normal uterus, indicating thereby that a vast majority 
of them were not prepared for conception- 

Discussion 

It has been observed that the period of lactation 
gets prolonged in women of higher age group 
(Table 1) as was (described by Karaal et al. (1969) 
and it is also supported by the WHO (1954) study. 

The mean duration of amenorrhoea in the present 
series was 15.9 months. It agrees with other studies 
conducted on rural and backward communities 
(Peters et al., 1958; Potter, 1963; Minawi and 
Foda, 1971). It is apparent from Table 3 that the 
duration of amenorrhoea was almost the same in 
low and middle income groups. It is so probably 
because all of them had rural background and 
similar food fads, taking the same lypc of diet. 
The higher income group had lower duration of 
lactation amenorrhoea. However, Malkani and 
Mircliandani (I960) found that in 282 lactating 
women, the mean duration of amenorrhoea was 

months. It was on the lower side, because the 
patients under study had an urban background. 
It was probably the reason for a lower duration 
of lactation amenorrhoea in the present series 
(9 months) in the higher income group as com¬ 
pared to the lower and middle income groups. 
This coniirms the view that lactation amenorrhoea 
is an attempt to a>nservc energy on the part of 
nature for better nourislimenl of the baby and 
saving the loss of blood from the mother, thereby 
prolonging the interval between child births and 
making the mother more fit to bear the next preg¬ 
nancy (Gioiosa, 195.5). As has already been pointed 
out, the custom of weaning the babies is quite late 
in the area under study, as can be seen easily that 
only 160 out of 375 had started supplementary 
feeds (Table 4). 

Although no definite relationship could be esta¬ 
blished between parity and duration of lactation 
amenorrhoea, generally speaking a trend towards 
longer duration was noticeable in the multiparous 
women. Salber (1965) also could not find any 
definite relationship with parity whereas Das (196^ 
found that the average period of amenorrhoea was 
higher in multiparous women. 


It has also been seen that earlier the supple¬ 
mentary feeds were started, lesser was the duration 
of amenorrhoea. Similar observations were also 
made by McKeown and Gibson (1954) as well as 
by Sharman(1951). 

It was also seen that 96.3 per cent of the cases 
of the present series had hyperinvoluted uteri and 
only 3.7 per cent had normal multiparous uteri, 
indicating thereby that the uteri of a large number 
of lactating amenorrhoeic women under study, 
were not favourable for further conception at the 
time of examination. This was also confirmed by 
comparatively long spacing of births found in 
them. Similar were the findings of Udesky (1950) 
and Minawi and Foda {he. cit.), who also found 
uterine hyperinvolution in cases of prolonged 
lactation. 

It can be concluded that lactation does provide 
some protection against further conception with¬ 
out the use of any contraceptives, but it is not 
infallible and the cliances of failure rate arc high, 
since it cannot be predicted as to who is going to 
conceive and when. 

The birth interval though prolonged, is highly 
variable (from one to several year.s). So, it cannot 
be recommended as a method of birth control, 
although it is one of the well known natural barriers 
to conception for variable periods in different 
individuals. 

Summary 

A total of 375 cases of lactation amenorrhoea 
was studied at random. The mean duration of 
amenorrhoea was 15.9 months. The period of 
amenorrhoea was higher in older and multiparous 
patients. There was no difference in the period of 
amenorrhoea in the low and middle income groups 
probably because of similar background and food 
habits. It was lower in the higher income group. 
The earlier the (partial) weaning the lesser the 
amenorrhoea. 96.3 per cent of these qases had 
hyperinvoluted uteri and as such unfavourable 
for conception. The birth interval was‘ variable 
(one to several years). 

So, lactation does act as a barrier to further 
conception by delaying ovulation but it is not 
infallible and as such unreliable for family plan¬ 
ning. 
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Female Fertility Status and 
Clomiphene Regulated Ovu- 
lation for Donor Artificial 
Insemination 

R. RAJAN* 

[Received for publication November 5,1976] 

Artificial insemination with donor semen (AID) 
is an attractive alternative for the entire problem 
of irreversible male infertility. Presently, AID 
has become more acceptable, with fewer adoptable 
babies available following legalisation of abortion. 
However, successful insemination depends on the u.se 
of fresh semen, proper technique of insemination, 
accurate evaluation of the female fertility status 
and proper timing of ovulation. 

The present study is designed to establish that 
the careful evaluation of the fertility status of the 
woman and regulation of her ovulation with 
clomiphene citrate will enhance the success rate 
for'AID. The three schedules followed for donor 
insemination are detailed and compared with 
reference to the pregnancy rate. 

Material and Method 

Seventy-seven couple, who volunteered for AID, 
for reasons of irreversible male factors, were 
included in this study. The male infertility problem 
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was evaluated in the following order; Clinical 
history, physical examination, semen analysis (at 
least 2 samples with a period of abstinence for 
5 days) and bilateral testicular biopsies. Azoospermic 
men with irreversible testicular damage, those with 
reversible lesions, but not willing for further in¬ 
vestigations and treatment, and oligospcrmic men 
in whom other treatments have failed were the 
types of cases included in this series. 

The couple were detailed about the method of 
AID and a written consent was obtained from 
both partners. Insemination was done with fresh 
semen, collected within 1 to 2 hours of the pro¬ 
cedure. Young healthy donors who were of above 
average intelligence were selected for this purpose. 
Same donor was not used repeatedly. 

AID was done twice or thrice in a particular 
cycle, in the first half, nearer to the mid cycle phase; 
or timed with the help of basal body temperature 
chart (BBT). With the patient in the dorsolithotomy 
position, the semen was sprayed on to the cervi¬ 
cal os and a few drops were injected into the cervical 
canal. The patient was kept in that position for 
about 30 minutes. 

Even though 77 couple registered for this pro¬ 
gramme, only 57 reported regularly, at least for 
3 cycles, and hence the rest were eliminated from 
this study. , 

Schedule /-Thirty-one' couple were included 
in this study in whom AID was attempted before 
a preliminary investigation of the female. The 
duration of menstrual cycle was taken into con¬ 
sideration in calculating the days of insemination. 
Insemination was done usually on day 9, 11 and 13 
of a 28-32 days’ cycle. Temperature chart, as a 
parameter for ovulation detection and timing of 
insemination, was not used. 

Schedule //—Nineteen couple were included in 
this schedule. The female evaluation was done in 
the following manner: Thorough physical exami¬ 
nation, endometrial biopsy in the premenstrual 
phase (for evidence of ovulation), tubal insufflation 
lest (for evidence of tubal patency) and any other 
indicated investigations were carried out. If any 
female factor was detected, attempts were made 
to rectify the defect. All these patients were main¬ 
taining a basal body temperature (BBT) chart 
which enabled the proper liming of insemination 
in relation to ovulation. Insemination was timed 
on alternate days for 2 days, just prior to the thermal 
shift. 

Schedule ///—Seven couple in whom the female 
evaluation revealed no abnormalities and 3 attempts 
at insemination failed were subjected to controlled 
ovulation with clomiphene citrate. From the day 
5 to 7 of the cycle, 100 mg. (2 tablets) of clomiphene 
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citrate was given daily for 5 days. Small doses of 
oestrogen therapy (0.05 mg. of ethinyl oestradiol) 
was started from the last day of clomiphene treat¬ 
ment and given daily for 7 days. BBT was main¬ 
tained which indicated the time of ovulation. Since 
ovulation usually occurred 5 to 10 days after com¬ 
pletion of clomiphene treatment, days 5 and 7 
seemed optima] for insemination. 

Observations 

The various testicular lesions responsible for 
infertility are given in Table 1. The duration of 
sterility ranged from 2 years to 15 years with a 
mean of 5.4 years. The female partners were between 
21 and 39 years of age, with a mean of 29.8 years. 

Tabu-. I -.Siiowino Ti;siicui,ar PATiiof,ooY in 77 Males 
Testicular pathology No. of cases 


Tubular aplasia (Sertoli's cell only syndrome) 20 

Obstructive aroospermia (normal 
spermatogenesis with a/oospermia) 15 

Tubular hyalinisation 12 

Spcrmatogenic arrest ] 1 

Atrophic small testicles wii h a/.oospcrinia 
(biopsy not taken) 7 

Klinefelter's syndrome (sm.ill h>alini.scd 
lubulc.s with U'ydig cell hvpcrplasiu seen in 
elumps) 4 


Bilateral cryptorchidism 3 

Mixed pattern (tubular apla.siu, 
hyalinisation and arrest) 3 

Hypoplastic tubules (germinal cell 

hypoplasia with oiigi'spcrniia) 2 

Total 77 

Conception rrf/c--Thc iiiciilcncc of conception 
following AID is shown in Table 2. AID was suc¬ 
cessful in 32 out of• 57 couple who reported for 
treatment regularly (56.14 per cent). The conception 
rate varied depending upon the schedule followed. 
More number of pregitancic.s were recorded in 
schedule U (68.50 per cent) than in schedule 1 
(51.60 per cent), indicating that evaluation of 
female factors gave better results for AID. Out of 
7 patients who did not conceive in spile of female 
evaluation, 42.80 per cent conceived following 
ovulation regulation by clomiphene citrate 
(schedule III). 


Tami I. 2 

Sl<> AM Nil 

1 (■ONCM’IION 

Rati iollowing ,-\IT) 

Sciicdulc 

No. 

of 

Siicccs'ifiil pregnancy 

1 


31 

16(51.60%) 

It 


l'> 

l.t(68.50%) 

III 


7 

.l(42.80“i) 

Total 


57 

32(56.14%) 


Treatment cycles —The incidence of insemina¬ 
tion cycles is shown in Table 3. Thirty-two of the 
57 patients became pregnant during a total of 127 
treatment cycles, with the number of attempts rang¬ 
ing from 1 to 10 months for a particular patient. 
Conception was delayed in schedule I with a mean 
treatment cycle of 5.25, when compared to schedule 
II (mean treatment cycle, 3.27) and schedule III 
(mean treatment cycle, 1.30). These data suggested 
that female evaluation and ovulation regulation 
with clomiphene citrate, in addition to improving 
the conception rate, promoted quicker conception 
within a few cycles of exposure. 

Table 3--Showing,Incidencl of Inseminaiion Cycles 

Schedule No. of pregnancies Total cycles* required for 

pregnancy 




Mean 

Range 

I 

16 

5.25 

1—10 

II 

13 

3.27 

1-10 

HI 

3 

1.30 

1— 2 


*32 paiienls became pregnant during a total of 127 Ircatmcni 
cycles 


Pregnancy rate in relation to treatment cycles— 
Pregnancy rale in relation to treatment cycles is 
shown in Table 4. If female partners were investi¬ 
gated Sprior to insemination (schedule II), 76.92 
per cent of those who conceived did so within the 
first three cycles; whereas the rate is only 31.30 
per cent when AID was attempted without female 
evaluation (schedule I). It can be inferred that the 
results of AID can be quickly assessed within 3 
treatment cycles if schedule II was followed. And 
if a woman failed to conceive in 3 cycles, ovulation 
regulation with clomiphene citrate can be tried, 
the results of which can be realised within I to 3 
treatment cycles. Two out of 3 patients who con¬ 
ceived with clomiphene citrate treatment did so 
in the first cycle. 

The basal body temperature charts of different 
patients were studied to demonstrate the biphasic 
thermal shift, as an evidence of ovulation. Sus¬ 
tained rise of temperature following the luteal 
phase is suggestive of pregnancy. Clomiphene 

Table- 4-- Showing Incujence of Pregnancy Rate in 
Relation to Treatment Cycles 


Sc'.icduk- Pregnancy rate in relation to the treatment cycles 



I cycle 

III cycles 

VI cycles 

X cycles 

1 

12.50% 

31.30% 

56.30% 

, 100.00% 

II 

38.46% 

76.92% 

84.61 % 

100.00% 

III 

66.66% 

100.00% 

— 

— 
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citrate, being a thermogenic product, the basal 
body temperature will remain elevated during the 
treatment period of 5 days. 

Outcome—The outcome of pregnancy in the 
32 patients followed AID were as follows (Table 5). 
Thirteen women delivered normal healthy babies 
of which 3 were by caesarean sections. Twelve were 
pregnant at the timeof this report, pregnancy ranging 
from 8 to 36 weeks. There were 2 cases of foetal 
anomalies. Three patients aborted in the first 
trimester, and one had a stillbirth. One case was 
lost to follow-up. 

Tabui 5 —Showino Particulars of PRRONANCiFS FOLU)WiNa 
AID 


Particulars of picgnancy No. of cases 

Normal delivery (Ivcalthy babies) 10 

Caesarean section (licalthy babies) 3 

Abortion (first trimester) 3 

Stillb' I th (aet iology not known) 1 

Foetal anomaly 2 

Pregnancy continued (8 weeks to 36 weeks) 12 

Particulars not known (not reported after 
3rd month of pregnancy) 1 

Total 32 


Discussion 

Donor insemination with fresh semen usually 
gives satisfactory results (Beltrman, 1959; Haman, 
1959; Lunger et al., 1969). The success rate is vari¬ 
ously reported as 37.5 per cent (Rajan, 1976), 39 
per cent (Rajan, 1975), 52 per cent (Raboch and 
Tomasek, 1967) and 56 per cent (Ulstein, 1973), 
However, when AID was attempted after investi- 
geting the female partner, better results were re¬ 
corded with a conception rate ranging from 72.70 
per cent (Rajan, 1978) to 78 per cent (Goss', 1975). 
Even after female evaluation, accurate timing of 
ovulation may be difficult, and in such situations 
induction and regulation of ovulation with clorai- 
phcnc citrate might improve the results of AID. 
Klay (1976) reported a pregnancy rate of 94 per cent 
with clomiphene regime. 

While other criteria for AID, namely, quality 
of semen and method of insemination remain 
constant, the success rate will depend on the female 
fertility status and the proper timing of ovulation. 
Fresh semen was used for the 57 patients and the 
method of insemination was also same for all. 
They were divided into 3 different schedules, la 
the schedule I, were included 31 patients whose 
fertility status was not evaluated, nor BBT was 
recorded to diagnose ovulation and time of in¬ 
semination, 51.60 per cent of them conceived. 


taking 5.25 treatment cycles on an average. Out 
of those who conceived, only 31.30 per cent did 
so within 3 months of exposure. 

In the schedule II, there were 19 patients, in 
whom a female factor was completely ruled out 
by detailed investigations. They maintained a BBT 
chart to time insemination. This approach had con¬ 
siderably improved overall results of AID; 68.50 
per cent conceived during a mean of 3.27 treatment 
cycles and 76.92 per cent of conceptions were 
within the first 3 treatment cycle.s. 

These improved results, in terms of high preg¬ 
nancy incidence and decrease in the total number 
of treatment cycles required, signify the importance 
of evaluation of female fertility status beforcattempt- 
ing AID. The results are comparable to those of 
Beck (1974), who believes that neither AID nor 
artificial insemination Jiusband (AlH) should be 
attempted until the w'ife’s fertility status has been 
evaluated. She should be free from any obvious 
cervical, uterine or tubal factors that might result 
in infertility. Sclcctioji of patients free from any 
infertility factors and proper diagnosis and timing 
of ovulation with BBT are the two factors res¬ 
ponsible for the greater success. This approach 
relieves the couple of the emotional tension of 
repeated failures and the financial strain of re¬ 
peated visits. The physician is also benefited by 
this quicker improved results. 

However, even after the female factors are ruled 
out, some women fail to conceive by 3 or more 
attempts. This is due to the difficuliy in accurate 
determination of ovulation by BBT and proper 
timing of insemination. The diificulty in predicting 
the time of ovulation has led to attempts at inducing 
ovulation medically in patients undergoing AID. 
Clomiphene citrate in a dose of 100 mg. for 5 days 
was used to induce ovulation. Of the 7 women 
treated, 3 conceived within 2 treatment cycles. A 
small dose of oestrogen (0.05 mg. ethinyl oestradiol) 
was given during the treatment cycle, in order to 
counter the antifcrtility effect of clomiphene citrate 
on the cervical mucus. It ciin be inferred tliat, 
if a woman with normal fertility status fails to 
conceive by 3 attempts at AID, she should be 
subjected to ovulation induction by clomiphene 
citrate Clomiphene regulated ovulation offers a 
better chance of conception in these patients. 

Clomiphene citrate was selected for regulated 
ovulation in this group of patients because (1) it 
was believed to be a safe and reliable means of 
inducing ovulation; (2) ovulation could be pre¬ 
dicted well in advance of the planned insemina¬ 
tions; (3) the beginning of the course of treatment 
could be modified; and (4) with an accurate deter¬ 
mination of ovulation, pregnancy rate could be 
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maximised..allowing a decrease in the total number 
of treatment cycles required. Two or three insemina¬ 
tions, 48 hours apart, were used as Torrano and 
Murphy (1962) reported tliat conception was most 
likely to occur 2 days before the rise in basal body 
temperature. The temperature rise, following 
clomiphenc citrate administration, usually occurs 6 
to 9 day.> after completion of a 5-day course; there¬ 
fore days 5 and 7 seemed optimal for inseminaiion. • 
Behrman and Sawada (1966) reported a success¬ 
ful pregnancy following gonadotrophin therapy 
in a patient undergoing AID. Kohane et al (1967) 
and Fuchs et al. (1966) reported successful preg¬ 
nancies following human chorionic gonadotrophin 
administration. Most recently, synthetic luteinizing 
hormone lus been used to induce ovulation in 
patients undergoing AID (Nakano et al., 1973; 
Taymor, 1974). 

Summary 

It is observed tliat AID with fresh semen ensures 
a pregnancy rate of 51.60 per cent in an average 
treatment cycles of 5.27, with 31.30 per cent con¬ 
ception occurring in 3 cycles. When the female 
fertility status was evaluated and ovulation was 
timed with basal body temperature chart, the success 
rate was more (68-50 per cent) and treatment cycles 
required were less (mean 3.27), 76.92 per cent of 
the conceptions were within the first 3 months. 
Women with normal fertility status, but failed to 
conceive by 3 attempts, were bjnefiled by clomi- 
phene citrate regulated ovulation in 42.80 per cent 
of cases. 
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CASE NOTES 


1 

Infiammatory Fibroid Polyp 
of Ileum 

G. K. SONl* 

Inflammatory fibroid polyp is a localised lesion of gastto- 
inleslinat tract. Vanek (1949) and Helwig am! Ranier (195.3) 
were the authors who described these lesions cleai )>. A variety 
of names like granuloblastoma. granuloma, eosinophilic 
granuloma, fibroma, neurofibroma, liave been used in the 
literature for this type of lesion. However, it is fell ihai the 
term inflammatory fibroid polyp is more specific. It clearly 
denotesthe feature of i he lesion and avoids confusion. Stomach 
IS the organ most frequently involved. Only about a doFcn 
of cases involving the ileum have been reported in the lite¬ 
rature.Oncsuchcasclrcatedbylhcaulhoi is reported hcie. 

Case Report 

R. K., a female, aged 42 years, was admitted in the hospilal 
on 12-8-1975 with history of colicky pain in the abdomen, 
and nausea and vomiting for one day. She had normal bowel 
action that morning. There was no urinary complaint. There 
was no previous history of pain abdomen or any other serious 
illnes,s. She underwent tubectomy 6 years previously. 

Examinatitm—At the time of admission, she was not look¬ 
ing ill. Temperature, pulse, respiration and HP were within 
normal limits. Heart and lungs were unremarkable. Abdo¬ 
minal examination revealed no abnormality except a well 
healed subumbilical midline operation scar 7.5 cm. in length. 

Investigations and course of i7/nprs—Examination of urine 
and stool, blood for haemoglobin, total and dilTcrential count 
and plain x-ray of abdomen were unremarkable- 

The patient became asymptomatic within 3 hours of ad¬ 
mission and remained so on the next 2 days. On 15-8-1975 
she again had colicky pain and Vomiting lasting for 5-6 hours. 

CAimmaad Military Hospital, Chandigarh 

•M.B.B.S. (Pb.), M.S. (Pune), Lt.CoL, V.S.M-, Junior 
Surgeon 
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Cliaica lexatnination again revealed no abnormality. She 
remained symptom-free for the next 3 days but again liad 
pain lasting for 2-3 hours on 19-8-1975. A repetition of investi¬ 
gations carried out was non-contributory- Barium meal study 
of stomach and intestines showed no abnormality. On 23-8- 
1975 site developed pain and vomiting again- Examination 
of abdomen on this occasion revealed slight distension of 
abdomen, and a plain x-ray of abdomen showed a distended 
loop of small intestine lying horizontally. It was thought that 
probably there was an adhesion between a loop of small in¬ 
testine and the old operation scar and the loop got twisted 
and detwisicd around the adhesion giving rise to recurrent 
pain and vomiting. 

Operation—Laparotomy revealed a 10 cm. segment of ileum 
about 45 cm from the ileocaecal junction, inVaginated into 
adjacent ileum distnproxiinally (retrograde). There was a 
firm swelling at the apex of the inVaginated bowel- Intus¬ 
susception was easily reduced, the tumour and a portion of 
bowel were resected and an end-lo-end anestomos's was 
performed. 

' Pa/Aofopy—Macroscopically a pinkish grey, firm tumour, 
cm-X 2-5 cm- m size was seen- Cut surface showed pale 
and haemorrhagic areas and glistening surface- Microsco¬ 
pically the section (Fig- I, H.&C-,X 110) showed fibrous tissue 
dement mixed with angiomatous tissue- There was marked 
degree of infiltration by eosinophils and some plasma cells 
and lymphocytes- Histopaiholugical diagnosis -inflammatory 
fibroid polyp- 



Fic. 1— Showinc, FiuiioiJ-s anu AN(;iOM/-'roii.s Tissiit wnii 
F-osinophil and Inflammatory Ci lls in Photo- 
MlCBOORAPJt 


Ftff/oH'-up—The patient had an uneventful postoperative 
pariod- She has been followed for more than U years now 
and is eitjoying good health- 

Discu^ion 

Inflammatory fibroid polyp of the ileum is rather a rare 
lesion-Females are predominantly affected and the maximum 
incidence is in the age group 40-60 years (Ramirez etui-, 1973)- 


The patient usually presents with attacks of abdominal pain 
which may be associated with nausea and vomiting as in the 
present case- Bowel irregularity is infrequent and gastro¬ 
intestinal bleeding is not a feature of ileal lesions though it 
has been reported with gastric (Vanek, loc- cit.-, Goldman 
and Friedman, 1967) and colonic (McGee, 1960) lesions. 
Intussusception is liw most frequent complication and usually 
brings the patient to hospital as in the present case- Labora¬ 
tory investigations arc usually non-contributory- However, 
severe anaemia has been reported (Cox, 1960). Though there 
is marked eosinophilic infiltration in the lesion, blood eosi- 
nophilia is not a feature (Ureles et al., 1961) 

Terminal ileum is more frequently involved than proximal 
ileum and the tumour usually measures 1-4 cm- with a mean 
diameter of 2.7 cm- (Ramirez et al., loc. cit.). The tumour 
arises in the submucosa and projecl.s into the lumen- It has a 
smooth pinkish grey surface which may ulcerate- Miaos- 
copicaily there is vascular granulation tissue with variable 
eosinophilic infiltration and a few plasma cells and lympho¬ 
cytes. There is a zone of fibrous tissue in which cells show 
palisading arrangement (Morson and Dawson, 1972). 

Treatment is resection of the tuntour bearing segment of 
bowel and an end-lo-end anastomosis. Recurrence has not 
been reported so far and (he lesion is considered essentially 
benign (Ureles et al., loc. cit.). 

The aeliopathogenesis of the lesion is unknown and it has 
been classified as pscudotumour. Allergy has been considered 
as the cause in view of marked consinophilic tissue infiltra¬ 
tion- However, no history of food or drug allergy could be 
elicited in the patients reported. Toole and Moschopoulos 
(1959) and Ureles et al. (loc. cit.) consider this lesion to be a 
circumscribed variety of idiopathic eosinophilic gastro-enteri- 
tis. However, Helwig and Ranier (loc- cit.) believe that diffuse 
and localised forms of eosinophilic gaslro-cnteriis are 2 diffe¬ 
rent lesions. Klepingcr and Pontias (1964) liavc suggested 
that surgical or stercoral trauma and infection followed by 
reactive persistent fibrovascular hyperplasia could be the 
basis of these lesions. 

Summary 

A case of inflammatory fibroid polyp of ileum presenting 
as intussusception has been dc-scribed. Pathology, clinical 
presentation, treatment and aeliopathogenesis of the lesion 
have been briefly discussed. 
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lleosigmoid Knotting 

(MRS.) F. SAHA^ K. B. CHATTERJEE** 
SUKUMAR SAHA*** 

The term ileosignuikl knotting means twisting of a loop of 
terminal ileum around the sigmoid colon. 'Ihclenglh, mobility 
and configuration of intestinal mesenteries play an important 
part in producing this intestinal knot syndrome (Som, 1974). 
Though the condition is rare, cases have been reported from 
our country by Dunkerley (195.3), Sankaran (1962), Chandra 
« «1. (1970), Ghosh (1972) and Roy and Roy (197.3). Four 
similar cases are present cd here. 

Case Reporis 

Case 1 : 

C, a Hindu male, aged 67 years, came from a village of 
24-Pargana$, West Bengal. He was admitted in the Medical 
College aiul Hospitals, Calcutta, on 28-4-1976 at].30 PM 
with complaints of central abdominal pain for 12 hours, in¬ 
creasing distension of abdomen with frequent bilious vomiting 
of same duration and constipation for 2 days- 

Emmimtiott -The patient was of average build and nutri¬ 
tion- Flc was sweating and liad cold clammy skin. He wa.s 
pale, anxious and distressed with pulse rate l40/minute and 
BP 115/60 ram. Hg. The abdomen was distended moderately 
and was tender particularly over the central part. It was 
rigid and silent. Rectal examination showed empty rectum 
with ballooning; finger stall did not show any blood- 

Straight x-ray of abdomen revealed features of intestinal 
obstruction. A provisional diagnosis of Volvulus of sigmoid 
colon With strangulation was made- Resuscitation of the 
patient by intravenous Quid, nasogastric suction and sedation 
was done and the case was prepared for surgery. 

Operalion—The abdomen was explored through right mid- 
paramedian incision. As soon as peritoneum was opened, 
distended loops of gangrenous snull bowel was visudised; 
peritoneal cavity was full of blood-stained fluid. After proper 
exploration, an intestinal knot consisting of ileum and sigmoid 
colon was detected. The knot was so tight and distension of 

•M.B.B.S.. M.S.. Registrar, Department of Surgery, R. G. 
Kar Medical College and Hospital, Calcutta 

•*M,S.. f'.R.C.S.. Profcasor-Dtrecior of Surgery, Medical 
College and Flospiials, Calcutta 

•**M.B.li.S., Medical Otficer,Department of Surgery', R.G. 
Kar Medical College and Hospital, Calcutta. 


the knotted loops of intestine was so marked that it wasdifficuit 
to tackle the situation. So deflation of knotted loops of both 
small and large inleslincs was done. After deflation the knot 
was visualised properly. It coasisied of 2 limbs of small 
intestine (afTcrcni and efferent^ around the redundant loop of 
sigmoid colon. Though the colour of the sigmoid colon was 
dark, there was pulsation of vessels supplying the sigmoid 
colon but it was absent in the gangrenous small intestine. 
The gangrenous small intestine was divided in between 2 
clamps. As the knot was released sigmoid colon became free 
from entrapment. The divided distal end of ileum was Very 
close to the caecum, so it was closed down and the proximal 
end was anastomosed with transverse colon, i.c.,ilcotransverse 
anastomosis was established. As the condition of the patient 
was unsatisfactory, the entrapped sigmoid colon was exterio¬ 
rised through a separate stab incision in I he left iliac fossa. 
The abdomen was closed iiilaycrs after putting an intraperito- 
neal drain. 

The postoperative period was stormy. On the 3rd post¬ 
operative day he developed wound infection and parotid 
abscess on the right side. Bowel sounds did not return and on 
the 6lh day the colour of the extcriori.sed sigmoid colonTciuriied 
to normal. Gradually the wound infection went on increasing 
and the surface of exteriorised colon became covered with 
flakes of white pus. There was profuse fluid loss from the 
surface of the gut. On the 8ih day the exteriorised sigmoid 
colon was excised to prevent fluid loss from the gut and to 
Control infection. Onthc lOlli day the condition of the patient 
deteriorated further, he developed high fever and died of 
cndoloxic shock. 

Case 2 : 

G.M.M., 40 years,male, farmer,was admitted on 27-9-1976 
at 8 PM in R. G. Kar Medical College and Hospital with 
history of pain in abdomen, vomiting and constipation for 36 
hours. I'he pain started suddenly round about the umbilicus 
and gradually spread all over the abdomen and was associated 
with profuse vomiting. 

Examination—Tht patient was toxic; pulse—’120/minutc, 
voluincand tension low; BP~90/64 nun. Hg; longue—dry and 
coated. The abdomen was distended, rigid and tender without 
any peristaltic sound. 

Straight x-ray of abdomen revealed multiple fluid levels with 
gas sliadows. Rectal examination did not reveal any abnor¬ 
mality. A provisional diagnosis of intestinal ob.struclion wa^ 
made and the case was prepared for surgery after resuscitation. 

Operation—The abdomen was opened through right mid- 
paramedian incision; plenty of dark hacmorrliagic fluid was 
sucked cut and coils of gangrenous small intestine became 
visible. As the gangrenous small intestine was pulled out, 
hugely distended sigmoid colon knotted within loops of small 
intestine became visible. The colour of the sigmoid colon 
was normal though it was entrapped within loops of small 
intestine. Deflation of sigmoid colon was done and the knot 
untwisted ■ The condition of t he pateint did not permi t riglit 
hemicolectomy, so resection of gangrenous terminal ileum 
with closure of distal stump was done, lleotransverse anas¬ 
tomosis with the proximal stump was established. The ab¬ 
domen ivas closed in layers after putting an intraperitoncal 
drain. 

The postoperative period was unsatisfactory. He devt* 



ILEOSIGMOID KNOITING — SAHA ET AL. 39 


loped burst abdomen and shock on the 9th postoperative day. 
T^e burst abdomen was repaired under local anaesthesia but 
he did not recover from shock and died on (he same day. 

Case 3 ; 

65 ycar.s, Hindu mate', farmer, was referred from 
Barasat Sub-divisional Hospital and was admitted in the 
Medical College and Ho.spilals, Calcutta, on 20-10.1976 with 
history of constipation for 2 days, pain in abdomen and vomit¬ 
ing for the same duration. 

Examimtion~~’T[vi patient was looking anxious. Pulse— 
115/minutc; BP—105/70 mm. Hg. The whole abdomen was 
moderately distended, tense and tender; no visible peristalsis 
was seen. Bowel sounds were absent. 

Straight x-ray of abdomen showed features of intestinal 
obstruction. The condition of the patient deteriorated very 
soon; pulse rate was 140/minutc a nd BP came down to 60 mm. 
Hg. (systolic). Steroid was started with rapid IV drip. The 
patient gradually recovered from shock and was prepared lor 
• surgery. 

Operation —The abdomen was explored tiurough right 
paramedian incision. Peritoneum was opened and plenty of 
bloi>d.staincd fluid aspirated out. Large portions of gut, 
both small and large, were found gangrenous within a knot 
formed by terminal ileum and sigmoid colon. The entire knot 
consisting of 3 feet t>r terminal ileum and a long pelvic colon 
which was gangrenous was resected en iiiasie and jlcotrans- 
verse anasioransis and colocolic anastomosis of pelvic colon 
were established. The abdomen was closed in layers after 
putting an intraperitoneal drain. 

In the postoperative period the patient did not recover 
from shock; his BP was always below 98 mm. Hg. (systolic). 
Blood transfusion could not be given as blood of the same 
group was not available. Gradually the patient went into 
oligiiiric phase and expired on 22-10-1976. 

Case 4: 

a 4B.year-oId Hindu male, was admitted in the 
Medical College and Hospitals. Calcutta, on 20-10-1976, with 
the complaints of pain in abdomen, vomiting and constipation 
for the last 24 hours. He was passing .scanty urine for the 
same duration. 

Etammlion—-The patient was of moderate build and nutri¬ 
tion. His pulse was 110,'minute, BP—100/60 mm. Hg. The 
abdomen was moderately distended; tenderness was present 
throughout the abdomen and bowel sounds were absent. 

Straight x-ray of the abdomen revealed distended loops of 
intestine with multiple fluid levels. Laparotomy was done. 

Operation~Thc abdomen was explored through right 
paramedian incision. As peritoneum was opened plenty of 
blood-stained fluid was seen in the abdomen which was sucked 
out. Loops of gangrenous small and large intestines were seen 
entrapped in ileosigmoid knotting. The knot was released 
after deflating pelvic colon and untwisting small intestine by 
manipulation. After releasing the obstruction, although 
viability of small intestine was doubtful, resection was not 
done- The gangrenous pelvic colon was only resected and 
an end-to-end anastontosis was done. The abdomen was 
closed in layers after putting an intraperitoneal drain. 

Postoperative period of the patient was unsatisfactory, his 
. condition did not in^rove. Bowel sounds did not return 


even on the 6th postoperative day. So rc-cxploration of the 
abdomen was done on 25-10-1976. After exploration about 
11 feet of terminal ileum was found to be gangrenous. Right 
sided hemicolectomy withileotransverse anastomosis was done, 
and the abdomen was closed in layers. Two bottles of blood 
transfusion were given. The condition of the patient deteriora¬ 
ted furtherarterthe2ndexplorationand hcdicdon28-10-1976. 

Discussion 

Cases of ileosigmoid knotting have been reported from 
diflerent countries of the world. The cause of formation of 
this type of Volvulus is still obscure. People on bulky vege¬ 
tarian diet and on starchy food arc more susceptible (Fool 
and Dunavant, 1951) to volvulus as it was observed in some 
countries like Russia and Finland, and in Africa (Aird, 1957). 
Paul (1940) has described a single case from Ceylon and Dun- 
kcrley (loc. cit.) from India. Besides these dietary factors 
there are some mechanical causes, such as along pelvic colon 
with associated long mobile small bowel with a narrow pedicle 
arc more prone to undergo ileosigmoid knotting. 

The mechanism of formation of this type of volvulus is 
probably due to falling of a loop of small bowel in front of 
pelvic colon (Fig. 1). The loop of small bowel moves back- 



Fig. l -SiiowiNG mh; 1x101* of Terminal Ileum Falling 

IN' FRONT OF Sk.MOID COLON BIFORF. FORMATION OF 

Ileosigmoid Knottini; (Schematic Diagram) 


wards and downwards behind the ascending and descending 
limbs of pelvic colon and thus forms a complete ring (Fig. 2) 
and due to this knotting the vascularity of the loop of small 
bowel is jeopardised giving rise to gangrenous change. This 
gangrenous change can also be seen in pelVic colon if the 
obstruction persists for a prolonged period. Regarding the 
mechanism of production of this condition different authors 
liavc different views. The term ‘double volvulus’ have been 
used by most of the authors (Kallio. 1932; Burkitt. 1952: 
Weinberg, 1958; Hall-Craggs, J960; White, 1962; Easmor 
and Lahiri, 1963). Shepherd (1967) reported a scries of 91 
cases and termed it more accurately as ‘ileosigmoid knotting' 
pelvic colon playing a passive part in rotational movement; i 
is the terminal ileum which rotates lound the sigmoid colon 
Ghosh (foe. eit.), Roy and Roy (foe. cit.) and Chatterjee (1973 
have also termed it as ‘ileosigmoid knotting’. The term seem 
to be more correctly applicable in the 4 cases reported in th 
present paper. 
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Fk;. 3—SiiowiNi, I'ORMAiioN or CoMPiiTr Knot (Iiro- 
sHjMoU)) with 'J):rm(nai. Jici'm asm Sigmcmu Coux\ 
(Sciir.MATic; Diagram) 

Bailey 11972) has meatioiicd Ihis condition as ‘compound 
volvulus' lileosigmoid knotting). Soni (hr. cM.) described it 
as intestinal knot syndroms’. If an early diagnosis is not 
made 80 par cent of cases develop gangrene and the mortality 
rate becomes very high. But the mortality rale can be reduced 
to 25 per cent by miking an early diagnosis, resuscitation and 
resection anastooKisis (Bailey, loc. vit ). 

Summary 

Four eases of ileosigmoid knotting have been presented 
and the literature reviewed. 
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Acute Puerperal Inversion 
of Uterus in Primipara 

SUBRATA K. CHATTERJEE*, R. N. NAG*'* 

Acute puerperal inversion of the uterus jis an extremely 
rare and dangerous complication of lalvmr. The associated 
high maternal mortality and morbidity have not been reduced 
by the increased availability of antibiotics and blood trans¬ 
fusion. Early diagnosis, prompt supportive measures, and 
prompt replacement of the uterus arc essential to avert 
cata-strophe. More important tlian treatment, however, is 
prevention; the hazards of over-vigorous cord traction and 
fundal pressure cannot be overempliasiscd The present paper 
reports three consecutive recent cases encountered at the ob¬ 
stetric unit of Rimiafcrishna Mission Seva Pratisliian, Calcutta 

Case Reports 

Case 1: 

Mrs. S D. primigravida, aged 24 years, was admitted on 
22-8-1976 in active labour She was at term and her prenatal 
period was uncomplicated excepting a moderate degree of 
anaemia. Progress of labour was desultory with weak, irregular 
contractions throughout. Spontaneous delivery of a living 
male baby that weighed 2.5 kg.. occurred approximately 22 
hours after the onset of labour Twelve minutes after delivery, 
as the attending house surgeon was attempting to remove 
the placenta by cord traction, the uterus became inverted 
completely and appeared outside of the introitus with the 
placenta still attaclied to it There was a fair amount of free 
oozing from the inverted uterus 
Management-The patient was given morphine hydro* 
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chloride IS mg. IM and an inlravcnous infuaoo of S per 
cent dextrose was started quickly. By the time a senior resident 
arrived, IS minutes had elapsed and the patient was in shock 
with a systolic blood pressure of 80 mm. of Hg and pulse 
rate 144/miaute. Blood transfusion had to be started at this 
time and the patient was anaesthetised shortly. The placetna 
was peeled off from the fundus and the inversion corrected 
by gentle pressure on the fundus while the fingers retracted 
the cervical ring. The procedure took only a few minutes and 
was accomplished without difficulty. Mcthylergometrine 
malcatc—0.2 mg. was given both IM and IV and oxytocin— 
10 units in infusion drip of S per cent dextrose solution was 
started to keep the uterus contracted. Tlie patient’s condi¬ 
tion improved gradually after reposition of the uterus and 
blood transfusion. She received a total of 1200 ml. of whole 
blood Her puerperium remained uncomplicated and the 
uterus was well involuted during postnatal check-up. 

Case 2; 

Mrs. K G , primigravida, aged 22 years, was admitted on 
21-8-1976 with mild pre-eclampsia for induction of labour. 
She w.as at term and her prenatal period was uncomplicated. 
! .hour was induced on 24-8-1976 by stripping the m;m- 
branes and by castor oil 1^ oz. enema. After an uneventful 
14 hours of labour, she delivered spontaneously a healthy 
male baby weighing 2.6 kg. The placenta was delivered 16 
minutes later with cord traction and gentle fundal pressure. 
Following placental delivery, vaginal bleeding became brisk. 

EKanmatian—Thi uterine fundus was indistinctly palpable 
above the symphysis pubis and an immedia'e vaginal exami¬ 
nation revealed the mass of inverted fundus lying in the vagina 
Morphine hydrochloride—IS rag. was given 
IM and S par cent dextrose solution infusion was started 
quickly. The attending house suigeon attempted in vain to 
replace the fundus with gentle manual pressure and c.dlcd in 
a senior resident. By this time Vaginal bleeding had stopped 
but the patient was in deep shock. Her blood pressure could 
not be obtained and pulse was thready, 16B/minute. General 
supportive treatmant for shock with ample blood transfusion 
through multiple sites was instituted. Forty minutes after 
placental expulsion, her blood pressure was 90 mm. of Hg 
systolic with a pulse rate of 146/minute 

She was anaesthetised and manual reposition of the in¬ 
verted fundus protruding through a constricting cervical 
ring was attempted with difficulty. Firm pressure was applied 
to the uterus next to the uterocervical ring and the fundus 
was slowly pushed through. Methylergomatrinc malcato— 
0.2 mg. was given IV and oxytocin—10 units in 5 per cent 
dextrose solution infusion was started The uterus was mas¬ 
saged bimanually and the fundus contracted firmly after 
about 10-12 minutes of reposition. She received a total of 
ISOO ml. of whole blood. Her blood pressure and pulse rate 
improved slowly during the postoperative pe'-iod. Eig^t hours 
after the operation, she was alert and rational with a steady 
blood pressure and pulse rate. There was slight elevation of 
temperature in the aRcrnoon for 3 days, but her convalescensc 
was othowise normal. Her pelvic structure were normal 
when she was last seen 8 weeks after delivery 

Case 3: 

Mrs. S R, primigravida, aged 30 years was admitted on 
2-9-1976 morning with false labour pain. She was gt term 

3 


and her prenatal care was normal. On admission, she was 
given a low enema. At 6 PM on 3-9-1976, oxytocin—10 units 
in 5 per cent dextrose solution drip was started for accelera¬ 
tion of labour. At 3.30 AM next day, the cervix was com¬ 
pletely dialated and she delivered spontaneously at 4.49 AM, 
A male infant weighing 2.2 kg. with good birth vigour was 
born. After 10 minutes of delivery, as the attending staff nurse 
was waiting for placental separation, a red, congested mass 
came outside the Vulva with a sudden bearing down effort 
by the patient. 

Examina/ion—The house surgeon on duty did an imme¬ 
diate pelvic examination. The uterus was found to be com¬ 
pletely inverted and outside the introilus and could not 
be felt per abdomen The placenta was attaclicd firmly to the 
uterine fundus. There was no free vaginal bleeding or any 
features of shock. 

Management-Morphine hydrochloride—15 mg. was given 
IM and within a few minutes the placenta was peeled off from 
the uterus easily and the fundus was replaced manually by 
gentle pressure with the palm. Methylergometrine malcate 
was given IV and the fundus contracted well. Oxytocin— 
10 units in infusion drip of 5 per cent dextrose solution was 
givento k:cp the uterus contracted. Her vital signs were normal 
half an hour after the procedure and the postoperative course 
was uneventful. The uterus was well involuted at the time of 
post natal check-up. 

Discussion 

It is very difficult to determine with accuracy the actual 
incidence of inversion as a complication of childbirth because 
hospital figures give a very imperfect picture of this com¬ 
plication which reportedly varies widely, from J in 2,000 
(Kehreg, 1898 cited by Das 1940) to 1 in 400,000 (2^nge- 
meister, 1934 cited by Moir and Myerscough, 1971) deli¬ 
veries. However, Das (he. rif.) reviewed various hospital statis¬ 
tics and found that inversion was more common in Indian 
hospitals compared to that in American or British hospitals. 
1'wcnty cases of acute puerperal inversion have been reported 
in the recent Indian literature during the last 10 years, from 
1967-1976, of which 12 have been reviewed by Banait and 
Banait (I97S), 5 by Palanichamy (1976) and 3 by Das et at 
(1976). The incidence in Indian hospitals shows, recently from 
Tamil Nadu, no cases among 12.302 deliveries (Palanichamy, 
he. cit.) while Chowdhury (1964) and Ghosh and Das (1972) 
from Bengal reported 1 in 4,400 and 1 in 40,000 deliveries 
respectively, Tlicrc were 4 cases of acute inversion of uterus 
(one in 1972 and the 3 cases presented here) among 34,312 
deliveries occurring during the last 6 years (from 1971-1976), 
in this hospital showing an incidence of 1 in 8,378 deliveries. 

In a high percentage of cases, puerperal inversion is found 
to be spontaneous in orgin. In the remaining cases, predis¬ 
posing factors, such as, sudden emptying of the uterus, thin¬ 
ning of the uterine wall, a patulous dilated cervix, fundal 
attacbmmt of placenta or increased abdominal pressure due 
to coughing, sneezing or bearing down are present along 
with excessive traction on the cord or improperly applied 
Crede’s method of expression of placenta. In Das’s series 
(lac. cit.) inversion was spontaneous in 40 per cent of cases 
and the placenta was located over the re^on of the fundus 
in 75 per cent of cases. Amongst the 3 cases reported here, 
the 1st 2 were associated with manipulations during conduc¬ 
tion of the 3rd stage of labourand the 3rd one appeared to be 
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spontaneous in orgin with a bearing down effort by the patient. 
In 2 of these cases, the placenta was attached to the fundus 
of the uterus and in the remaining one the location of the 
placenta was not made out. 

In the series reported by Das (lor. cit .) and McCullagh 
(1925), 52 per cent of the patients were primiparac and accord¬ 
ing to Das (loc. cit.), 73 per cent of the patients were between 
20-30 years of age. All (he 3 cases reported here were primparae 
and between 22-30 years of age. This is also quite in agree¬ 
ment with Banait and Banait (he. cit.) who found 35.2 per 
cant of the patients lo be primiparac and 64.7 per cent bet¬ 
ween 21-30 years of age. According to Das (loc- cit.), the type 
of labour and delivery have no bearing on uterine inversion 
and here in 2 cases of the present scries, labour and delivery 
were uncomplicated whereas in the 1st case labour was desul¬ 
tory and prolonged. 

Haemorrhage and shock arc the two most common find¬ 
ings in acute cases of puerperal inversion. Shock is often out 
of proportion to the amount of blood loss and can be attri¬ 
buted to neurogenic components- Diagnosis is usually made 
easily. There is absence of the uterine fundus abdominally 
and a soil, congested, pear-shaped, bleeding mass appears 
per Vagina. In each of the 3 cases reported here, the diagnosis 
was made immediately and easily by the house surgeons on 
labour room duly. 

Prognosfs depends on how soon the condition is treated 
and the maternal inorialiiy re|x>rtcdly varies from 14.8 per 
cent (Das, hr. cit.) to 70 per cent (Saxeiia, 1964). Hell et til. 
(1953) reviewed 7ft cases where they found that in patients, 
treated within .30 minutes, there was a maternal mortality 
rale of only 5 per cent; for tho.se in whom treatment was de¬ 
layed, the rate was 30 per cent. In the present series, shock 
was not evident in the 3rd case where the attending house 
surgeon replaced the inverted uterus immediately, whereas 
in the Isl and 2nd cases, profound shock was encountered 
due to delay in replacing the uterus. However, it should be 
remembered that attempts at iinincdiatc replacement in pre¬ 
sence of shock, haeiu-irrhage and coniraeted cervix may 
result in nearly 100 per cent nixtality (Harci. 1940). Hence, 
reposition should be done either before the shock has come 
or after it has been treated (Donald. 1969). In the 1st and 2nd 
cases in this senes, replacement was undertaken after the 
patients had recovered from sh(»ck and none of 3 cases, re¬ 
ported here, was lost, fiic reported maternal mortality in 
acute cases in the recent Indian series by Banait and Banait 
(loc. ri/.)and Palanichamy {he. cit.) w,»s 2.^ per cent and 3.3.3 
per cent respectively. 

H^Twever, one should not fail to appreciate the importance 
of time factor and according to O'Sullivan (1959), the diffi¬ 
culty in replacement is indirect proportion to the time elapsing 
since the occurrence of inversion. As lime passes on. Ihe cervix 
gets cons'ricied and the inverted uterus becomes congested 
and oedcm'Ltous. and one may have to resort to surgical 
meihmis. Mehra and Ostapi>wicz (1976). reported a com¬ 
bined abdominovaginal approach in an acute case of puerperal 
uterine inversion where the cervical ring became constricted' 
and the fundus of the uterus, after laparotomy, was pulled 
in position by catgut .sutures with simultaneous pressure per 
vagina. Here, in the 1st and 3rd cases, the uterus was easily 
replaced mnnually but in the 2nd case, manual replacement 
was dilficull because the cervical ring got constricted due to 


delay in replacement of the uterus, Baird (1950) advised not 
to remove placenta if it is still attached before reposition of 
the inverted uterus for fear of severe haemorrhage whereas 
Qreenhiil and DcLee (1951) advocated prior placental removal 
for Convenience of reposition- However, in 2 cases reported 
here, prior removal of the placenta made manual replacement 
convenient without any hazard. 

The most impcvtanl part of management is the time which 
elapses before the uterus is replaced. The longer the interval 
between inversion and replacement, worse is the progress. 
Therefore, some senior person should always be on duty in 
the labour room so that these catastrophes could easily be 
prevented by better obstetric management. 

Summary 

Three cases of uterine inversion in primiparac, immediately 
following delivery, are reported. All the cases were successfully 
managed by immediate implementation of supportive measures 
and reposition of the uterus by manual taxis. The incidence, 
possible aetiological factors, prognosis and management of 
the condition is discussed- 
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Pulmonary Tuberculosis and Cor 
Pulmonale 

Cor pulmonale is a group of cardiovascular 
disorders developing secondary to parenchymal 
diseases of the lung or primarily in its vascular 
bed or due to abnormality in the thoracic cage. 
Although, mostly it is a chronic disorder but sub¬ 
acute or acute cases are sometimes seen. Most of 
cor pulmonale cases, reporting for treatment in 
hospitals, had their disease due to bronchitis- 
emphysema syndrome'. Reports about post- 
tuberculous cor pulmonale were very rarely found 
in literature. Kapoor'' in 1959 reported that he 
had not seen in the early ’50s more than 1 or 2 
cases in a year dying of right heart failure with 
pulmonary tuberculosis. Viswanathan' could not 
recollect having come across any case of chronic 
cor pulmonale among tuberculosis cases before 
antibiotic era. But today, with change of time, 
by introduction of specific treatment for tuber¬ 
culosis, reports of cor pulmonale following 
chronic pulmonary tuberculosis are published more 
frequently. Kapoor*,® reported about 66 cor pul¬ 
monale cases in 1959 and in 1962 reported about 
200 cases including the previous cases®. Padma- 
vati and Pathalc’ reported 7 cases of post-tuber- 
culous cases of cor pulmonale out of 127 cases 
(5.5 per ccnt)during a study period from 1953-1957. 
Later in 1969, Padmavati and Mishra® published 
another report of 91 years’ observation (1958- 
1967) about 454 cor pulmonale cases of which 
32 (7 per cent) followed pulmonary tuberculosis. 
But Chatterjee et al.^ in 1971 studied 61 extensive 
pulmonary tuberculosis cases and they found 29 
cases with features of chronic cor pulmonale (47.5 
per cent). Wide variation in the incidence of the 
disease appears to be confusing. Kapoor® made 
a random examination of 100 cases in two wards 
and could detect 5 new cases apart from 12 old 
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cases. Agrawal ct aV reported 19 cases of cor pul¬ 
monale out of 125 cases of pulmonay tuberculosis 
in a recent issue of this Journal. 

Cor pulmonale mostly appears in middle aged 
subjects with extensive flbrocaseous tuberculosis. 
It may develop even when treatment is continuing 
or after treatment has been completed. The patho¬ 
logical changes, occurring in the process, is usually 
irreversible in chronic cases. Cor pulmonale, deve¬ 
loping in acute tuberculous diseases, may be re¬ 
versible by intensive treatment*. Previously, due 
to want of specific drugs, many tuberculosis cases 
used to die of progressive disease. But now, be¬ 
cause of availability of potent drugs, even in ad¬ 
vanced cases, death is delayed or prevented, 
resulting in granulomatous and fibrotic changes 
in many of them. Bronchiectasis is another com¬ 
mon undersirable sequel in some of the advanced 
cases. Bronchiectasis, again, was reported to be 
a commoner cause than tuberculosis for develop¬ 
ment of cor pulmonale'. 

Bromberg and Robin® slated that treatment of 
tuberculosis may produce complex disorders of 
lung function in which focal, parenchymal and 
pleural disease, presence or absence of difftise 
obstructive or restrictive defects and the state of 
pulmonary circulation were major factors in under¬ 
standing pathophysiology of tne case. The popular 
theory of hypoxia, causing constriction of pul¬ 
monary arterioles, stands as one of the most ac¬ 
cepted views. But full saturation of the pulmonary 
'blood by oxygen administration docs not alwjjys 
reduce the pulmonary arterial pressure'". Exten¬ 
sive areas of lung parenchyma may be damaged 
by inadequately and improperly treated tuber¬ 
culosis cases causing serious circulatory prob¬ 
lems”. But lung has a great amount of ventilatory 
reserve. An individual has been known to live 
without noticeable ill effects even after sacrificing 
both lower lobes, right middle lobe and lingular 
segment of the left lung'®. Persons, after pneumo¬ 
nectomy, are seen to continue normal activities 
if the other lung is not already damaged. Pneumo¬ 
nectomy docs not increase pulmonary j^terial 
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pressure’®. To produce pulmonary hypertension, 
its vascular network must be grossly reduced’*. 
Pulmonary vasconstriclion can also occur if the 
bronchial passages are blocked causing alveolar 
hypoventilation’®. If the bronchial passage is 
restored, ventilation improves and pulmonary vas¬ 
cular pressure is restored to normal. 

Symptoms are insidious at onset and the disease 
takes a long protracted course. Initial manifesta¬ 
tions are often overlooked and are considered to 
be due to pulmonary tuberculosis itself. So, an 
early diagnosis of tuberculosis and institution of 
proper, regular and adequate treatment help to 
stave off the development of cor pulmonale. In 
many cases, development of cor pulmonale is 
noticed when features of congestive heart failure 
become apparent. Patients, observed in hospitals, 
represent only a preselected group and many of 
them are from lower economic level of the society. 
Those who can afford prefer treatment at home or 
in nursing homes. Thus, quite a number of cor 
pulmonale cases today go unnoticed and so 
tuberculosis remains as a relatively uncommon 
cause of chronic cor pulmonale. We have reasons 
to believe that cor pulmonale, following tuber¬ 
culosis, is not uncommon, fvloreovcr, due to potent 
chemotherapeutic drugs, a significant portion of 
residual deaths after tuberculosis are due to cor 
pulmonale, even when tuberculosis itself has been 
arrested®. 

As tuberculosis is still the most prevalent chronic 
respiratory malady in India, the incidence of chronic 
cor pulmonale as an after effect of tuberculosis 
is not likely to be so low. With high prevalence of 
lung tuberculosis among poverty striken people, 
with inadequate medical facilities and incomplete 
treatment, number of cor pulmonale cases are 
likely to be more. Hence, a long term study, using 
a standard parameter of serial lung function test, 
at least in hospitalised pulmonary tuberculosis 
cases, may reveal more probable cases of cor pul¬ 
monale in future®. Further, investigation by clinical 
examination, x-ray, ECG, blood gas studies and 
follow-up of these cases may provide us with a 
more accurate answer of incidence of the disease. 

Manish Ch. Praj^han 
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Tuberculosis in India—A Perspective 

D. R. NAGPAUL* 

Although tuberculosis is known to have existed in India 
from time immemorial, not much is known about how it was 
distributed, its spread, and the disease trend till lately- Much 
of the information in the Vedasand Ayurvedic Samhitas deals 
with the prominent clinical features of the disease and the 
kind of patients who might respond to certain treatment. 
Neither notification nor health statistics existed then, that 
could have thrown light on the rise and fail of the disease in 
the country. The information that has become available over 
the last few decades, excepting properly conducted epidemio¬ 
logical surveys, also is not very reliable. Therefore, conflicting 
claims are often made about the disease being on the increase, 
endemic or declining in the country with no means available 
to confirm the claim. 

TUUERCUUISiS EPIDEMICS : 

Like acute infectious diseases, the chronic infccl ious diseases 
also spread in communities as epidemics. But, the cliarac- 
terislic secular curve of these epidemics is not easily discernible- 
Complete information about a tuberculosis epidemic is not 
available in any country of the world. In some European 
countries notifications of tuberculosis deaths became a regular 
practice from late 18th century and the mortaliiy curves drawn 
on this basis suggest that a tuberculosis epidemic may last from 
200 to 400 years (Grigg, 1958). If so, the doubt arises whether 
ancient countries with thousands years of tuberculosis expe¬ 
rience have had one or several tuberculosis ep demies. In 
view of paucity of information, some degree of conjecturing 
may be permissible on the basis of the known facts. 

For projecting a proper conjecture one must also draw 
upon the accepted typical features of the disease during the 
ascending and descending phases of the epidemic. During 
spread of the disease in “virgn soil”, the infection, disease 
and death rates are all high and there is little difference between 
them; the dsease is acute, rapidly progressive and often fatal, 
and is concentrated amongthe young as wellasthe city dwellers 
who live under conditions favouring dissemination. Spread 
to rural areas occurs much later, but|in a very similar manner. 
During the descending or waning phases, however, the above 
mentioned rates arc not only comparatively low but very 
different from each other. The disease now is chronic, slow 
or indolent, fibrotic, not so fatal and concentrated among the 
elderly. During the endemic phase, all the features of the 
waning phase prevail but, barring the temporary fluctuations, 
there is little or no change in the various rales over long periods. 

Grigg (/oc. cif.) also made several other significant obser¬ 
vations about tuberculosis epidemics, based on theoretically 
drawn epidemic curves supported by many a piecemeal obser¬ 
vation from several different countries. Thus, the tuberculosis 
epidemic curves of difierent countries or the difierent regions 
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of the same couatry may appear to be different (but are not 
really diilbrcnt) due to t^rying socio-economic environment 
and resultant host-parasite relationship. Similarly, the peaks 
of tuberculosis infection, morbidity and mortality may occyr 
at different times and to different extents in a country for 
different age, sex and ethnic groups. In other words, to 
gauge a tuberculosis epidemic in its true perspective, a broad 
review spread over as long a period as possible is necessary, 
because the statistics of a decade or two, collected from different 
regions and selected consciously or unconsciously for diffrent 
reasons, may more often mislead tlian tell the true position. 

TUBERCULOSIS IN INDIA : 

^With regard to India, no direct evidence is available as to 
the number of epidemics that the country has had so far, nor 
is the true position on the current tuberculosis epidemic curve 
known. 

The most prominent findings of the National Tuberculosis 
Survey (ICMR, 1959), Tuberculosis Prevalence Survey in 
Tumkur (Raj Narain el al., 1963) and Tuberculosis in a Rural 
Population of South India, a five-year Epidemiological Study 
(National Tuberculosis Institute, 1974) are that (i) the tuber¬ 
culosis morbidity in India is largely confined to older age 
groups, (ii) prevalence in the rural areas is similar to tliat in 
citici and (iii) the gap between infection and disease rates 
(38 pjr cent and 0.4 per cent respectively; is very larger indeed. 
All the 3 features satisfy the already mentioned characlcislics 
of the declining and or endemic phases of the epidemic. Being 
‘ a scienl ifically collected epidemiological information, it should 
reliably mean-that the epidemic is waning or has become 
endemic. 

The tuberculosis mortality information for India being 
deficient and not very reliable still apprears to suggest that the 
disease since the turn of the century has followed the same 
general trend as in some western countries endowed with the 
requisite notification data. Rogers (cited by Lankaster, 1920) 
at the time of World War 1 had estimated on the basis of post¬ 
mortem findings spread over 22 years titat 17 per cent of the 
total deaths in hospitals were due to tuberculosis. The decen¬ 
nial estimate of crude mortality during the 1911-21 census 
period in India was 47 per mille. And, on that basis, the com¬ 
puted tuberculosis mortality would be 800 per 100,000 persons, 
ifhospitaldeatlis weretrulyreprescntativcofthegencraldcaths. 
Lankaster {loc. cit.), after taking note of Roger's estimate of 
tuberculosis mortality, also quoted the other available slatis- 
tics;CalcuUa 2.1, Bombay 2,8, Madras 2.5and Ahmedabad 5.9 
per mille, and felt that the actual tuberculo.ds mortality would 
be 4 per mille or higher in most of the Indian cities. But, that 
was just about the position in Czechoslovakia (Radkovsky, 
1959) around 1880 i.e., 40 years earlier. In any case, this is 
the earliest available rough estimate of tubcrculo.sis mortali'y 
in India. McDougal’s (1949) estimate of the specific mortality 
around 1949, however, was 200 per 100,000 persons whereas 
that of Frimodt-Moller for the same year for the Madanapalle 
town and surrounding area was 253 per 100,000 (Frimodt- 
Moller, I960). Frimodt-Moller further reported that the 
mortality in his study area was reduced to 64.1 between 1951-53 
and 21.1 between 1954-55 per 100,000 persons, which he could 
not explain except due to a natural decline plus the rigorous 
antituberculosis measures Introduced by him in the study area, 
lo the Bangalore district, not far from the Madanapalle study 


area, in the longitudinal epidem ological study done under 
conditions with no antitubcrculosis measures at all being 
implemented, the estimated tuberculosis mortality during 
1961-68 has been 100 per 100,000 persons (Niitional Tuber¬ 
culosis Institute, loc. cit.) 

It is realised that the quality of the above given mortality 
statistics for India is very different and there must be some 
regional variations as well. Nonetheless, the estimates if 
plotted along a curve depicting the declining mortality in 
Czechoslovakia since 1880 will show striking similarity of the 
general trends (Radkovsky, he- cit.). In other words, the tuber¬ 
culosis epidemic in India perhaps has been following the same 
course, some 30 to 40 years behind, as in Czechoslovakia at 
least till 1950, when the era of potent antitubcrculosis drugs 
began. Before coming to such a conclusion it would be wise 
to guard against the possibility that the fall in tuberculosis 
mortality was not largely or entirely due lo a fall in the general 
mortality. In a way generally similar to that in Czechoslovakia 
(Radkovsky, he. cit.), the crude mortality in India also came 
down from 47 per mille in 1911-21 to 15 per mille in 1971, 
but the fall in tuberculosis mortality has been steeper i.e., falling 
from about 17 per cent contribuilon to the general mortality 
in 1920 lo about 5 per cent now, comparing favourably with 
that of Czechoslovakia namely from 15 per cent contribution 
in 1900 to around 3 per cent in 1957. 

In the opinion of many experienced^clinicians in this 
country tuberculosis has undergone a considerable chan^ in 
its clinical presentation, especially over the last quarter of a 
century. Many retrospective studies (Tuberculosis Associa¬ 
tion of India, 1958,1968) despite their scientific weakness have 
clearly brought out the gradual change from a comparatively 
more acute and extensive disease among the young to a more 
chronic, less extensive disease among the elderly. The near 
consensus of these reports has been on a marked decrease of 
the concomitant complications of pulmonary tuberculosis, e.g., 
enteritis, laryngitis, amyloid disease, matted lymph glands with 
discharging sinases, etc. It is significant that very similar 
changes were noticed in countries where tuberculosis has 
definitely declined. The evidence in India, therefore, cannot 
be brushed aside as unreliable. 

DECUNE OF ENDEMICITV: 

^1 has been contended that the available direct epidemiological 
information merely signifies no change in the prevalence of 
bacillary tuberculosis in the country, at least for about 2 deca¬ 
des (Table 1). And, that equal prevalence in urban and rural 
areas merely means that we arc truly in the endemic phase of 
the disease. It has also been argued that such a conclusion 
would be in keeping with the long chequered history of India 
where empires rose and fell like nine pins leading to wide and 
repeated dispersal of the population and a good mixing of rural 
and urban people (Tuberculosis Association of India, 1968). 
It could be argued with equal force that poverty, malnutrition 
and congested living, that have been with us for long, would 
hardly favour the occurrence of conspicuous epidemiological 
changes over 2 or 3 decades. And, that long range indirect 
evidence in a chronic disease like tuberculosis cannot have 
less validity than the direct but short range epidemiological 
findings. 

Some direct evidence in favour of a declining trend, however, 
has lately become available from the longitudinal epidonio- 
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Tabus 1— ShoWIno PREVALENCfc or TuBiiHCULosi.s per 1000 in 
Various Epidemiounucal Surveys in Inoia 


Survey period 


Type of 

National 

Mailan- 

■ Delhi" 

I'umkur 

Banga¬ 

disease i 

survey 

apallc 

survey 

survey 

lore 


1955-58 

survey 

1962 

1960-61 

survey 


(ICMR. 

1950-55 

fPamra. 

(Raj 

1961-68 


1959) 

(I’lTiiiodt- 

1966) 

Narain 

(Nation¬ 



Moller, 


etal.. 

al Tub¬ 



I960) 


1963) 

erculosis 






Institute. 






1974) 

Bacillary 

4.0 

4.1 

4.0 

4.1 

4.1 

Active 






abacillarv 

18.0 


1.1.2 

14.9 


Inactive 


10.6 




abacillary 






Inactive 



27.5 



insignificant 


9.1 





logical surveys- In Table 2. the Hangalurc study (National 
Tubjrculosis Institute, he. n't.) is representative of the natural 
time-trend of tuberculosis in a rural area whereas the Delhi 
study (Pamra et ul-, l%8) gives the position ina slum popu¬ 
lation served by the New Delhi TH Centre providing treatment 
to the diagnosed patients of the area. In both the studies 
migration could have inteiTcrcd with the findings, but the more 
conspicuous and impicssivc cITcct of drought in the former 
study suggests tlut inigralion may not have interfered much. 
Of course, the ohsci ved decline in the already quoted Madann- 
pallclongitudinalsurvey (rriinodt-Moller,/w. ci>.) was ascribed 
to the applied rigoious community control measures. ,Signi- 
flcanlly. the decline observed in the infection as well as disease 
rates in the Madanapalle rural TH control area and the Hanga- 
lore natural time-trend rural area occurred fust in the younger 
age groups, us was to he expected. It would, therefore, be 
reasonable to infer that there is a gradual but slow natural 

TABi,r; 2 Showing LONtimnoiNAi SitiniisoE Prfvali ni'i of 
Pulmonary I uiinKrt ;loses in the Dii.iii and 
Hanoai-ore ARI'AS 


Prevalence per mille of 


Delhi area 

Spuium positive 

Abacillary 

Total cases 


cases 

active cases 


1962 

4.0 

13-2 

17.2 

19M 

4.0 

8.9 

12-9 

1967 

4.0 

9.7 

13.7 


Prevalence per inillc of sputum positive cases 

Bangalore 

in age group (year) 

area 

.5-14 15-34 

35-54 

>55 All 

1961-63 

0.94 3.77 

6.16 

11.46 4.06 

) 962-64 

0.72 3.59 

5.25 

12.08 3.72 

19<>4.65 

036 3.04 

6.04 

10.10 3.37 

1966-68 

0.37 2.58 

7.56 

12.19 3.93 


decline of tuberculosis in ttie country. That morbidity gets 
easily disturbed by adverse conditions like severe malnutrition, 
drought, etc., may inadvertently lead to the impression that 
tuberculosis is on the increase in the country or an area. 

Apart from anything else, the “no change in prevalence” 
argument favouring endemicity is not helped by the sizeable 
and rapid turn-over observed in the composition of prevalence 
eases. Fifteen villages constituting a part of the sample of 
National Tuberculosis Survey, were resurveyed by thcNational 
Tuberculosis Institute after 5 years of the first survey (Raj 
Narain et al., 1962). The prevalence rates of radiological 
di.scase were I -7 per cent and 1,8 per cent and of sputum positive 
cases0..16 percent and 0.46 per cent respectively int he 2 surveys. 
But, of the 26 bacillary ca.ses of the Isi survey. 14 had died, 
4 could not be contacted, 6 had cithei become sputum negative 
or become x-ray normal,/inactive and only 2 had maintained 
the .status quo at the time of the subsequent .survey. The fresh 
cases of t he 2nd survey had come most ly from I he x-ray normals 
and some from x-ray abnormals of the 1 si survey. Similar was 
the experience from the longitudinal epidemiological study in 
the Bangalore area. In other words, the considerable inci¬ 
dence of fresh disease is being marked by the .sizeable self- 
healing and deaths while in the endemic phase one would 
expect low prevalence and incidence rates. 

The available evidence strongly suggests that India already 
has had more than one tuberculosis epidemics- Al present we 
arc somewhere on tlic descending limb of |thc latest epidemic. 
Gngg (hr. cit.) believes that the latest tuberculosis epidemic 
in England began inthe I6tli century and inEuropea hunderd 
years later. As in Eastern F.urope, the latest tuberculosis 
epidemic in India nwy also have begun in the 17th century. 
The very slow or nil rale of decline is perhaps due to the gene¬ 
rally unfavourable environment with personal privations and 
or droughts causing temporary fluctuations in the si'emingly 
stable prevalence. 

ROLF, or TUBERriJLOSIS CONTROL FROC.RAMMFS: 

Can such a slow decline in the epidemic be hastened by 
tuberculosis control programmes? 

Environment is a fundamental factor in the ecological triad 
of tuberculosis: Soeio-cconomie conditions can alter the epi¬ 
demiological situation powerfully, for good or bad, over a 
decade or two. Since BCG vaccination has no influence on 
the naturally infected pcpulation and chemotherapy merely 
eliminates some cases but cannot prevent casc,s from occurring, 
a tuberculosis control programme has a low potential for 
influencing the epidemic curve, over a short period. So far, 
no reported study has successfully demonstrated the prime 
influence of antituberculusis programmes in controlling the 
disease, without a concomitant marked improvement in the 
standard of living of the people. But, control programmes 
certainly help. 

Under the National Tuberculosis Programme, infectious 
CBse.s of tuberculosis arc being diagnosed at a comparatively 
late stage- They, presumably, would already have done a 
major part of the damage (spread of infection) that they are 
capable of doing. Moreover, a sufficiently lar^ number of 
infectious cases (especially in the rural areas) has not so far 
come under effective chemotherapy, as has happened in some 
other countries or under study conditions- In the Madan- 
apallc study area (Frimodt-MoUer, he- cit.) with control 
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Table 3—Showing Estimated Sputum Positive Cases in Average Indian District with and without District Tuberculosis 

Programme at the End of One Year 


Fate of prevalence cases during one year 



No. of cases 
at t, 

(prevalence) 

Dead 

(sputum 

negative) 

Without programme (natural 

time-trend) 

5,000 

700 

With programme : 

Not diagnosed 

4.224 

590 

Diagnosed 

776 

147 

Total 

5,000 

737 


measures applied vigorously il was after 2 decades that mor¬ 
bidity wasrcduced to Icssthan half. I'lic bacillus also possesses 
the power of matation and under inelfectivc chemotherapy 
develops resistance to drugs quickly. Therefore, 2 crucial 
factors arc needed before chemotherapy under the programme 
could help reduce tuberculosis: A significant number of infec¬ 
tious patients brought under cITectivc chemotherapy and a 
couple of decades, if not more, of etrieieni cITort. HCG 
Vaccination to he really useful must (i) be given correctly and 
(ii) constantly cover a significant proprotion of the suscepiibles 
in the community. These requirements are difficult but not 
impossible to meet. 

It is only about a decade since our National Tuberculosis 
Programme has been in operation, but not so effectively. With 
the data available on the natural lime-trend of tuberculo.sis 
and the operational study (Baily, 1972) of the average achieve¬ 
ments under the programme, a simple estimate of the expected 
contribution to control of tuberculosis has been prepared 
(Table 3). 

Of the average 776 truly sputum positive ca.ses. including 
drug sensitive and rcsitanl cases, diagnosed and put on treat¬ 
ment in one year in an average district under the programme. 
147 would probably be dead (in spite of treatment), 3S7 would 
become sputum negative -after applying differential cure rates 
for tlie sensitive and resistant cases, and 272 would continue 
to be sputum posiiivc after one year of chemotlicrapy. With 
regard to the 4,224 undiagnosed cases in the community, the 
death, cure and status quo rates would be the same as in the 
uppermost row, as if there was no programme. This would 
mean that 239 cases would be less in the community after one 
year under the present efficiency of the programme. This 
rough calculation without the other epidemiological “flow.s'' 
means a 4.8 per cent annual decrease, over and above the 
natural decline, which need not be scoffed at. A corollary 
would be that dividends would be more if case-findings were 
to be improved in the programme, rather than treatment 
results from the present 46 per cent sputum conversion at the 
end of one year to say 80 or 90 per cent. 

Summary 

There are reasons to believe tliat India has had more than 
one epidemic of tuberculosis since the time of yore- The 


Cured 

Remaining 

Cases added 
(incidence) 

No. of cases 
at t^ 

(sputum 

negative) 

(sputum 

positive) 


(prcttelence) 

1,000 

3,300 

1.700 

5,000 

845 

2,789 

1,700 

4.761 

357 

272 



1,202 

3,061 




present epidemic might haVc started in the 17th century. There 
is evidence that the present epidemic has been declining since 
the turn of the 20th century. 'I'hc natural decline at present 
is very slow, probably because of the prevailing poverty, 
malnutrition and oVer crowding. Ihc District Tuberculosi.s 
Programme, even at the present level of efficiency, has a poten¬ 
tial of accelerating the natural decline. Improved programme 
efficiency, especially under case-finding, is likely to produce a 
quicker decline. Rapid socio-economic development and 
improved standard of living could lead to a mure spectacular 
decline in tuberculosis, but that effort would not strictly fall 
within the purview of a specific control programme. 
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NOTES AND NEWS 


V Asian and Australasian Congress of Anaesthesiology 

Under the auspices of the Indian Society of Anaesthesiology 
the 5th Asian and Australasian Congress of Anaesthesiology 
will bj held at New Djihi on September 23 -27, 1978. Over 
2093 delegates from different countries are expected to join this 
first joint Congress to be held in India for the first time. Further 
details may be had from Dr. G- R. Code, Department of 
Anaest hosiology, A. I.I.M.S., Ansari Nagar, New Dclhi-110016. 

Stress on Rural Health in the Sixth Plan 

The Planning Commission has recommended an outlay of 
Rs. 1,319 crores for health and Rs. 765 crorcs for Family Wel¬ 
fare Programmes during the Sixth Plan period. For the year 
1978-79 alone out of Rs. 146.48 crorcs agreed to by the Plann¬ 
ing Commission for centrally sponsored and central scheme in 
the health seetor, a major portion of Rs. 115.90 crorcs would 
be spent in rural areas- This information was given by the 
Union Minister of State for Health and Family Welfare, Mr 
Jagdambi Prasad Yadav to the Consultative Committee of 
Parliament attached to the Health Ministry which met recently 
at New Delhi. 

Members noted that the proposed allocation for the Sixth 
Plan was mure than double the FifthPlan provision. However, 
there was a strong feeling that even the new outlays, which 
amount to hardly 3 per cent of the total plan provision, were 
far belov the requirements for effectively meeting the health 
needs of the country. 

, Inlernational Con}!yc.<>.s on Prevention of Heart Diseases and 
Cardiac Rehabilitation 

The above Congress will be held <in September 11—12, 
1978 at Bombay. Details may be had from Dr. C. V. Shah, 
India House, No. 2. Kemp’s Corner, Bonibay-400036. 

International Congress of Hormonal Steroids 

The above Congrcs.s will be held at New Delhi on October 
29--Novsrraber 4, 1978. Detailed information may be had 
from Prof. K. R- Laumas, Chairm in and Coordinator, Depart¬ 
ment of Reproductive Biology. A.I.I.M.S., Post Box No. 
4503. New Delhi-110016. 

Indian Association of Sports Medicine 

The 81 h Annual Conference of the Association will be held 
on November 4-5,1978at Ludhiana. Detailed information may 
be had from Dr. S. Mukherjee, Department of Physiology, 
Christian Medical College, LadhiaiUi-14i 008, 


II International Migraine Symposium 

The 2ad International Migraine Symposium will be held in 
London on September 28—29, 1978. Detailed information 
may be had from the Director, The Migraine Trust, 45 Great 
Osmond Street, London WCIN 3 HD. 

XI International Congress of Leprosy 

The 11th International Congress of Leprosy will be held 
on November 11—18,1978 at Mexico Cil y, Mexico • Detailed 
information about scientific programme may be had from 
Dr. Stanley G. Browne, Secretary General, International 
Leprosy Association, 57A Wimpole Strcet,London WIM,7DF, 
England and that about regist.-atiun, liotcl reservation, etc., 
from Prof. Fernando Latapi, XI International Congress of 
Leprosy, Association Mexicana dc Accion Contra la Lepra 
A. C. or Vertiz 464, Mexico 7, D. F. Mexico. 

X111 Session of General Assembly of Confederation of Medical 
Associations in Asia and Oceania 

The 13th (mid-term) Council Meeting and Special Meeting 
of the General Assembly of Confederation of Medical Asso¬ 
ciations in Asia and Oceania (CMAAO) will be held on Novem¬ 
ber 21—22, 1978 in Bali, Indonesia. Further details may be 
had from the Hoiiy. General Secretary. IMA. IMA Head¬ 
quarters, Indraprasilia Marg, New Delhi-110002. 


CORRESPONDENCE 


The Editor Is not responsible far the views 
expressed by correspondents 

Hospital Infections and Human Hair 

Sir,— The role of human hair in the causation of staphylo¬ 
coccal hospital infection has been underestimated—particularly 
.so with the advent of the tonsorial fashions—the hirsute cult. 
Stress has always been on nasal and skin carriers and fomites 
etc., references to the human hair being only a few (Summers 
et al., 196.5; Noble. 1966) 

The hospital sialT were investigated as u possible source of 
dissemination of staphylococci during a recent outbreak of 
staphylococcal infection in a hospital located in a tropical 
coastal town. From the properly “attired” operation theatre 
staff, surgeons and attendants, staff from intensive therapy 
wards and postoperative wards, hairs that protruded out of the 
hood and mask were plucked with sterile forceps and dropped 
directly into glucose broth Nasal swabs were also collected 
on .serum coated swabs from the same individuals. Fifty-three 
per cent of hairs and only 32 per cent of nasal swabs were 
positive for staphylococci, 15 per cent being sterile. 

Isolations from longer hairs (more than 10 cm.) were double 
that from shorter hairs. 

These isolates were phage typed at the ICMR Staphylococci 
Phage Typing Centre, Delhi; only 22.9 per cent belonged to 
phage type 1. ll and III and remaining 77.1 per cent were un- 
typable. The latter, as compared to 30 per cent of untypable 
isolates of Summers et al. {lot. cit.) from human pathologiCBl 




material is indeed rather high. This character of untypability 
Is attribated to a capsule which staphylococci develop. This is 
lost when grown in minimum liquid glycerol medium and 
become lypable (Witlor 1975). 

This large percentage of untypable strains may be a reflec¬ 
tion of the prevalent climatic condition in these coastal tropical 
towns i.e., highly humid salty atmosphere as contrasted with 
that of Liverpool (Summer et al., loc. cit.). 

We arc, etc., 

Department of Microbiology, P. G. Shivananda 

Kasturba Medical College, S. Vikinewari 

Manipal (S.K.), India. K. N. A. Rao 
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REVIEWS 


Human Population Genetics In India, Vol. 1—Edited by L. D. 

Sanghvi.V. Balafcrishnan. H. M. Bhatia, P. K. Sukumaran 
" and J. V. Undovia, 1974, Indian Society of Human Genetics, 

Bombay, S,»le distributor: Orient Longman Ltd., New Delhi, 

24.5 cm. X 16.4 cm., pp- 288, Rs. 120 00, 

The proceedings of the First conference of the Indian Society 
of Human Genetics, hold in Bombay in February 1974, liavc 
now been piblished under the above title. The conference 
was sponsored by the Indian Society of Human Genetics. 

A total of 23 pipers were presented, plus a foreword and 
a preface- The coltec'.ion takes an inter-disciplinary forward 
took towards the development of human genetics in India. 

The bo>k is divided into 3 parts: Genetic marker studies 
(14 papers), analytical and theoretical studies (5) and dcrmi- 
toglyphics and other studies (9). The work incorporated 
in the ptoccedings provides a cross section of recent trends 
of activities in the areas of general theory of population gene¬ 
tics and cxperi.m:n‘al investigations. In the words of the presi¬ 
dent, Indian Society of Human Genetics, the discipline is 
making a signifleant contribution towards an understanding of 
the problems of origin and evolution of man and gradually 
gaining a central position in research related to his health, 
reproduction and disease. 

India because of heterogeneous populations and well- 
defined sub-groups has provided a laboratory for conducting 
investigations on genetic structure, and the extent and effects 
of inbreeding. 

Generally speaking, the papers are short and the writers 
lhava tried to demonstrate theirresults with models and tables. 
As such, as is expected, the contents are highly technical. 

A foreign reader could use the book as amcans to gain an 
overview of the work done on human population genetics in 
India or he could use it as a model for developing an overview 
of the human population genetics problem in his own country 
i.e.. as something of a checklist of the different disciplinary 
approaches and aspects to be considered. For the former 
function the wealth of data and the conceptional framework 
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will be very usefulj for the latter the theoretical part will be 
more useful. 

It is not necessary to cover the entire collection. It will 
suffice if the reader selects some papers from eachsection. A 
non-geneticist may not derive much knowledge from the 
papers. Reference in the body of the text makes reading not 
easy-going. 

A. Sen Gupta 

Microcirculation, Vols. 1 and 2—Edited by John Grayson 
and Walter Zingg, Plenum Press, New York and London. 
Vol. 1: Blood-Vessel Interactions, Systems in Special Tis¬ 
sues, 1976, 23.2 cm. x 15.2 cm., pp. xxiil-|-420, $39.00, Vol. 
2: Transport Mechanisms, Disease States, 1976,23.2 cm. X 
15.2 cm., pp. xvii 1-361, $ 39.00. 

The two Volumes contain the papers presented at the First 
World Congress for the Microcirculation held ar Toronto 
in June. 1973. In recent years all biological sciences have 
undergone a qualitative change in as much as the emphasis has 
shifted to cellular level and the approach is interdisciplinary. 
In the study of circulation this approach has led to application 
of mathematics, physics and chemistry by means of latest elec¬ 
tronic technology. Studies by physiologists, pathologists, 
physicists and clinicians on circulation have penetrated to 
cellular and subcellular levels. This approach is apparent in 
tile papers presented al the Congress. 

Even two or three decades ago the number of investigators 
working in the field of microcirculation were only a few in 
number, even though the basic functions of the circulatory 
system actually lake place in the microcirculatory level. The 
emphasis at that time was mainly on the anatomical details 
and the clinical aspects. The pioneers in this field, Professm* 
August Krogh, Sir Thomas l,ewis, Benjamin Zweifach and 
others formulated the basic concepts of microcirculation. 
The technology available to tlicm for their studies were far 
from adequate, but as the volumes under review clearly 
show, most of their concepts liave stood the test of time. 

The present volumes have a wealth of papers with fascinat¬ 
ing results and are packed with new informations on all aspects 
of microcirculation including its disturbance in such clinical 
conditions as, shock, graft rejection, diabetic angiopathy, 
cancer, mu^ular dystrophy and hypertension. It would seem 
that the knowledge in microcirculation would increase at a 
tremendous pace in the next decade. 

Amitava Sen 

Treatment of Skin Diseases—By J. S. Pasricha, Arnold- 
Heincmann, New Delhi, 1976, 22 cm. x 13.4 cm. pp- 168. 
Rs. 17.50. 

In this concise and handy book, the author has made a 
sincere attempt to discuss chiefly about the treatment of various 
dermatoses along with a succint account of their cliniral 
features. The endeavour, would be cordially welcomed by 
the numerous practising physicians who are not infrequently 
confronted with therapeutic problem of different dermato¬ 
logical disorders. However, it is quite evident that many of the 
relevant factors have not been incorporated indifferent places. 

To summarise, while discussing about the general principles 
in chapter 2, the omission of ksratolytics is conspicuous by 
its absence. Asides, in treating any of the commou dermatoses 
in diSbrent chapters, some important and modem measures 
and mediqines have not been mentioned at all, e.g., therapy 
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Wi^ f{iuii[Q^f)eiizine4tQXachloride in cases of scabies and 
psotcaiosis; tolnafitate in superficial mycoses; tetracycline 
1q rosacea; rifampicin in leprosy; hydroquinone in mcla- 
nodemnsi dye (Neutral red) and vaccine in herpes (pro- 
gsoitales); systemic and intralesionalcorticosteroids in vitiligo; 
etc. 

In “Appenditt”, the concluding section of the book, the 
author provides the most imoKtant and interesting informa¬ 
tions regarding tha proprietary medicines along with their 
compositions. Although this section would serve as a most 
usaful and quite valuable guide to its readers, but, however, 
a maltitttdc of most commonly used drugs have perhaps been 
inadvertently ignored in the list. Moreover, it would have 
been more attractive if the common indications of the drugs 
were annexed. 

It would not be unseemly, therefore, to anticipate that the 
autlior would, in the subsequent edition to come, definitely 
re-ev.iluate those omissions and take all necessary care parti¬ 
cularly to ainsidcr the "Appendix” thoroughly and liberally. 
.j|HoweVer, this concise but substantial book would serve 
as a valuable and useful guide to the students and aNast 
number of practising physicians. 

B. Haujar 


OBITUARIES 


Dr. A. M. Gandhi 

Dr. Ambalal M. Gandhi, a senior member of tlie Baroda 
Branch of IMA, passed away on 6-1-1078 after sufTering from 
malignancy of pancreas. Born on 1-4-1019 at Kalol in North 
Gujarat, Dr. Gandhi graduated in medicine from G. S. Medical 
College, Bomlsay, in 1042. .After specialising in radiology he 
joined the Baroda Medical College and S.S.G. Hospital as an 
honorary radiologist. lie 'Vas associ.ircd with this institution 
for a long period. 1 le is survived by his wife and five daughters. 



Dr. a. M. Gakdiii Or. M. D. Patel 


Dr.M.D. Paid 

Dr. Motihhai Desaibhai Patel, a former President of 
Ahraedabad Branch and Gujarat Stale Branch of IMA and 
a former Vice-President of IMA (Hqrs.), passed aw.ay on 
2J-2-1978. Bom in 1808 in a farmer’s family at Navli in Koira 
district of Ouiarat. Dr Patel rose to hecome one of • he Stale's 


most succes.srul surgeons. After qualifying as an F.R>C.S. 
from England hcsiarted consultant surgical pracliccal Bombay, 
but shortly gave it up on the advice of l^tc Sardar Ballavbhai 
Patel and joined the Seth V- S. General Hospital, Alunedabad, 
to which he was attached for most oft he period of his 45 years 
of active life. 

Though a surgeon of great fame he found lime for various 
academic and social activities and was even elected a member 
of Bombay State Legislative Council for a term- Besides 
being a member of the Gujarat Medical Council and the Medi¬ 
cal Council of India from 1949 to 1965 he was for a time mem¬ 
ber of the Senate of Bombay University and later became 
Dean of the Faculty of Medicine of Gujarat University and 
its Acting Vice-Cliancellor. He was an examiner for both 
undergraduate and postgraduate examinations in surgery of 
dilTcrent universities. A founder-member of ilic Association 
of Surgeons of India, Dr. Patel was i ts Vice-President for seme 
time. He was also associated with Viswabiiarali, Gujaral Vidya 
Sabh . NHL Municipal Medical College. Ahmcdabad ard 
oth( .-ducational societies. 

Dr- $- Jaflkr Hussain 

Dr. S. .lalfar Hossain, an active member of the Nilgiri Branch 
of IMA, passed away on 3-4-1978 at the age of 45. Born in 
1953 at Cliicfcmagalur Dr. Hossain graduated in mt'dicine 
from Mysore Medical College in 1956. Joining Mysore Medical 
Seivice m the same year he served in various parts of Coorg 
district as Asstt. Surgeon (ill 1965 when he resigned to join 
as medical officer in ihe Arnakal Tea Estate, Vandiperiyar, 
Kerala. I’ill 1976 he served besides this concern in Nclliam- 
•Tpathy T. E. in Palghat district. Ncclamalai T. E. in 1 he Nilgiris 
and Sutton T. E,. in Coonnoor. He leaves behind his wife and** 
three sons. 



Or. S. Jai'faR Hcmsain 


Dr. K.H.Shah 

Dr. TlamanickH. Shah, a member of the Bombay WesiSu, 
burban Branch of IMA, passed away on 1-6-1978 at the ago 
of 4.V Born on 28-1-1935 Dr. Shah passed the S.S.C. Examina¬ 
tion in 1955 topping the list of candidates from Cambay and 
studied in the Elphinstone College of Bombay. He graduated 
<n meilicinc from Grant Medical College in 1966 and after a 
brief houscnianship at the Parsec General Hospital in Bom¬ 
bay setup general practice at Borivli.a suburb of Bombay.He 
used to lake active part in various conferences of the GPs 
in Bombay and present papers of clinical intefeM. He ia 
siirviiwd hy his wife and three children. 
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Association Notes 

President’s Letter on Golden Jubilee Study Tour 
Dear Members, 

Wo arc now celobraling the Golden Jubilee of our Association 
this year. Some of our branches have already started the 
formal celebrations and many others have taken to increased 
participation in intensive community work as a prelude to 
the celebrations- 

The celebrations at Headquarters of IMA is scheduled to 
be held in live second half i>f September in a befitting manner 
and the President of India is being approached to inaugurate 
the celebrations. Details of the celebrations will be duly com¬ 
municated to all the branches and a record number of members 
is expected to participate and share the enjoyment of this 
unique opportunity. 

It i customary in Indian communities, that after important 
celebrations a Visit to temples of worship is usually under¬ 
taken- The IMA as the national organisation of doctors quali¬ 
fied in scientific medirinc, can only think of the Temples 
of Learning first and foremost. 'I'he thirst for knowledge of 
newer horizons of medicine is unquenclublc- This desire to 
know more is based on ambition to give better service to the 
community of our country. Such an aspiration can only be 
achieved by a Study Tour to be sponsored by IMA under 
the aegis of the IMA College of General Practitioners. 

A Golden Jubilee Study Tour is being thought of in Novem¬ 
ber this year. It is desirable to give a golden orientation to 
it this time by Visiting the Eastern countries. It is also desirable 
that befitting the occasion we limit the number of parti¬ 
cipants to fifty or multiples thereof. This incidentally happens 
to be the Silver Jubilee of the Study Tours (the twenty-fifth). 
So all members with enihusiam as precious as gold and silver 
will eagerly await the publication of details of the Golden 
Jubilee Study Tour to the East. 

' J. V. R. SARMit 

; President 

IMA President’s Tour 

The President of IMA, Dr- J. V. R. Sarma, attended several 
meetings at Delhi between 10-6-78 and 13-6-78. He attended 
a meeting of the Standing Committee on Family Planning, 
presided over a 2-day workshop seminar on 'Fam ly planning 
propagation strategy for medical practitioners’ and conducted 
a meeting of the Golden Jubilee Celebration Committee of 
IMA. The President left for Hyderabad on 13-6-78. At Hydera¬ 
bad he attended the conference of Indian Contact Lens Society 
as Chief Guest on 17-6-78. He attended a meeting on 23-6-78 
of the Board od Directors of IDPL on special invitation. 
On 26-6-78 he was present as Chief Guest at a gathering of 
the members of Giant International Club of Hyderabad where 
be ^)oke on ‘CommunRy Medicine'. 

Flea Awards, 1978 

The IMA has been invited by the Federation of Indian 
Chambers of Commerce and Industry, New Delhi, to send 


nominations for the Awards to be given away by the Federa¬ 
tion for the year 1978 for excellence and outstanding contri¬ 
bution to the following: 

(a) In case of con^anies and Institutions—(i) Research in 
Science and Technology; (ii) Rural development; (iii) 
Training and placement of disabled persons. 

(b) In case of individual scientists!iechnologists—Three cash 
awards of R$. 10,000/—for (i) Life science including 
agriculture; (ii) Physical science including mathematics; 
(iii) Technology with particular reference to its infer- 
acl ion with industry. 

The nominations must be accompanied by data and pertinent 
information in respect of each nominee. FICCI would re¬ 
quire in case of comfianics and institutions 9 copies of such 
materials along with a brief summary also in 9 copies. In case 
of cash awards for individuals, scientists and technologists 
2 copies of the accompanying material together with 9 copies 
of brief summary should be submitted. 

Local branches should send in their nominations thrmigh 
their respective State/Territorial branches so that the same 
may reach the IMA Headquarters by September 7,1978, 

Conditions of Private Medical Practitioners 

Dr. P. K. Uanerjee, Hony. Secretary, IMA College of Gene¬ 
ral Praclioncrs and Convener, Special Committee of Private 
Medical I'ructitioners lias, in course of a circular, called upon 
the Hony. Secretaries of all State/Tertitorial and local branches 
of IMA as also the members of the Special Committee to 
collect information from different sectors about the present 
position of private practice and the difficulties (hat private 
medical practitioners are facing in their day-to-day professional 
life. He has also requested them to give their opinion on 
whether the service of the private medical practitioners can 
be gainfully utilised by the State Governments for the benefit 
of the public and how their service can be utilised for the 
National Health Scheme. The information along with the 
surest ions for remedial measures should be made available 
to the IMA Headquarters to enable the IMA Standing 
Committee on Private Medical Practitioners, which is likely 
to meet in near future, to take stock of the situation and initiate 
necessary aclion to lielp the members of the profession. 

Refresher Course In Paediatrics and Pulmonary Tuberculosis 

In course of a circular issued to the Hony. Secretaries of all 
Slale/Terrilorial Branches of IMA and the State Territorial 
Faculties of IMA College of General Practitioners, Dr. N. K. 
Khosla, Hony. Jt. Secretary of the College, stales: 

As in previous years IMA College of General Practitioners 
will organise a Refresher Course in ‘Paediatrics and Pulmonary 
Tuberculosis’ on November 6—11, 1978, in collaboration 
with the Tuberculosis Association of India and (he Paediatrics 
Department of Maulana Azad Medical College, Delhi. Arrange¬ 
ments will be made for taking only 20 participants on ‘first 
come, first served’ basis. Registration charges for the course 
will be Rs. 60/- payable in advance along with applications 
by bank draft in favour of the Hony. Secretary, IMA College 
of General Practitioners, New Delhi. No application will 
be considered without the registration fee, which is non- 
refundable. The Tuberculosis Association of India pays 
Rs. 100/- to each outstation participants as out of pocket 
expenses. Application for the course should reach the IMA 
Headquarters by October 15, 1978. 
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Branch Notes 

ANDHRA PRADESH STATE BRANCH 

♦ 

. At the 59th mceiiog of the State Working Committee of 
IMA held on 4-9-77 in the IMA Hall, Hyderabad, it was 
decided to request the GoVcritmeiu to revise the pay-structure 
of doctors in service, rationalise their working hours and 
provide suitable residential accommodation for doctors work¬ 
ing in PHJs and rural areas. In course of other resolutions 
the S.atc W.o. urged the Government (1) to treat nursing 
hotties and clinics of doctors as non-commercial eslablish- 
jcaents and levy electricity tariff on them at the rates for domes¬ 
tic consumers; (2) to exempt doctors from the purview of 
Wdigh.s and Measurement Act since doctors were not using 
weighing machines for commercial purpose; (31 to ensure 
a pre-cneck of clinical thermometers before these were re¬ 
leased into the market to avoid any possible inconvenience 
to pdten.s; (4) to enforce strictly the Drug Control Act and 
see tint medical shops sold drugs only against doctors’ pres¬ 
criptions. 

Fne S.atc W. C. resolved to mobilise its different local 
branenes m liihdag quackery and suggested in the interest 
of closer relationship between tire Slate Branch and the IMA 
(H 4 rs> that the Hony. .State .Secretary should be taken as 
one of the representatives on the Central Working Committee 
of IMA. 

Baimavaram Branch-.About ISO doctors from different 
corners of /\nJhra Pradesh attended a refresher course or¬ 
ganised at Bhimavaram by the State Paculiy of IMA College 
of GPs. The inaugural function was presided over by Dr. N. V, 
Krishna Reddy, President of the State Branch. Dr. B. Krishna 
RiO, President of the local branch, welcomed (he partici- 
pan.s and Dr. C. Satyanarayana, Hony. Secretary, presented 
a brief report. Dr. B. K. Satiay, Hony- Secretary of the State 
Faculty, referred to the importance of holding the refrcsiicr 
course m a mofussil town. Dr. L. Satyanarayana, Additional 
Director of Medical and Health Services, A.P., who formally 
inaugurated the course and released a souvenir brought out 
on (his occasion, commended t he worK of t he branch in running 
free clinics, immunisation campaign and other projects m 
the interest of the poorer sections of the society. The course 
was conducted in two sessions. The morning session was 
held with Dr. D. Jaganoadha Reddy, former Vice-Chanadlor 
of Sri Venkataswace University in tlic chair. Dr. Reddy spoke 
on the 'Causes and prevention of cerebral stroke'. Follow¬ 
ing him Dr. M- C. Ramalingeswara Rao, ex-Professor, Armed 
Forces Medical College, Poona, spoke on ‘Practical aspects 
of surgery in trauma' and Dr. B. K. Sahay spoke on ‘Emer¬ 
gencies in diabetes melliius'. The evening session w?s held 
under the chairmanship of Dr. N- Suryanarayana. Earlier he 
unveiled the portrait of Dr. V. Yiswanadita Raju in the IMA 
Building* 

At the annual meeting held on 4-0-77 with Dr. K. G. V. V. 
Narayanaihe following were elected office-bearers for 1977-78; 
Pfcsjdent—Dr. A. Ramkrishna Raiu; Vice-President—Dr. 
G- Seauiram.i Ri^u; Hony. Secretary -Dr. 1. Suryanarayana 
Reo; Jt. Secretary—I^. S. Ramakrislutam Raju; Treasurer— 
Ur. C. Suryanarayana Raju; Member of Central Council- 
Dr- C. S.ithyanarayana; Members of Slate Council~Dr. 
K. Suryanarayana and Dr. B. Ramachandra Raju. 

A general meeting was held on 9-10-77 with Dr. Rama- 


krishna Rtqu in the chair. The Hony. Secretm-y announced 
that the chairmen of Various committees had been appointed 
by the President as follows: 

(1) Projects Committee—Dr. B. Krishna Rao; (2) Free 
Clinic Committee—Dr. P. Chalapathi Raju; (3) Advisory 
Committee—Dr. M. Ranganadha Raju; (4) Building Com¬ 
mittee—Dr. G. Sundara Rama Raju; (5) Scientific Com¬ 
mittee—Dr. M. Bapi Raju; (5) Library Committee—Dr. 
N- P. V. Satyanarayana Raju; (7) Sports (Committee—Dr. 
V. Ramakrishna Raju; (8) Membership Development Com¬ 
mittee—Dr. K. A. J. Verma, (9) Representative for Undi— 
Dr. K. Ramaclundra Raju; (10) Representative for Akividu— 
Dr. Md. Hyc;(I I) Representative for Ganapavaram —Dr. K. V. 
P. R. Vishwanadha Riyu. 

It was decided to further improve the work of the free clinic 
being run by lire branch. Dr. S. Ramakrishan Raju proposed 
the Vote of thanks. 

Krishna District Branch—Tlie annual general meeting was 
held on 25-9-77 at the Dr. Giri Home of IMA at Maclihili- 
patnain with Dr. Y. Hanumantha Rao in the chair. Placing 
hi? report for 1976-77 Dr. V. Radhakrishna Murthy, Hony. 
Secretary, informed that the branch held 5 clinic.'il meetings 
during the year wlicre various types of cases were presented 
for discussion and organised 6 lecture meetings including 
one on World Health Day at which the speakers were Drs. 
G. S. Malkote, N. Krishna Rao, P- Hiiranarayana, C. V. 
Subba Rao, Vuskar Reddy and V. Subba Rao. As a part 
of its community health activities the branch selected Hari- 
Janawadi locality of Parnasala village for conducting a health 
check-up of the villagers and arranging for free distribulion 
of medicine to the needy people- Besides weekly Visits by 
two doctors a special check-up by different specialists was 
arranged on 18-9-77 which benefited about 400 people. Imr 
munisation of the local children was carried out on 23-9-77. 
A weekly diabetic clinic was started in the Government Hos¬ 
pital to serve the local people. The prize donated by Dr. D 
Subba Rao in memory of late Dr. Ycliapragada Subba Rao. 
was awarded thi.s year to Dr. G. Y. Ramu for his essay on 
‘Manipulations and management of filariasis. Before con¬ 
cluding the report the Hony- Secretary thanked Dr. C. Mulli- 
kiiarjuna Rao, Dr. Subba Rao, Dr. Aswini Kumar and the 
President for the cooperation received from them during his 
tenure. 

In the scientific session that followed Dr. R- B. Krishna 
Murthy, Dr. K. Gangadhara Rao, Dr. K. Sarada and Dr. 
K. J. Rama Murthy gave talks on topics of their respectisv 
specialities. 

Dr. J. V. R. Sarma, President-elect of IMA (Hqrs.) and 
Dr. S. Chandramouli, President-elect of the State Branch, 
were felicitated on this occasion- 

Nizanubad Brandi—A general meeting was held on 2-10-77 
at Headquarters' Hospital, Nizamabad, with Dr. M. Gopala 
Reddy in the chair. At the outset there was a scienific session 
in which Dr. Manohar Rao, Professor of Medicine, Osmania 
Medical College, spoke on 'Aetiology and management of 
cerebral stroke’; Dr. C. Jalpath Rao presented a case of heart 
block for discussion and Dr. Sudershan Rao, Asstt. Director 
of Nutrition, Department of Health, explained to the mem¬ 
bers GoVemmKtt’s latest scheme on rural health which was 
going to be imploneated in the rural areas of the State. 

Later the following were elected office-bearers for 1977-78: 
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President—Dr. M. Gopala Reddy; Vice-President—Dr. 
C. Jalapath Rao; Hony- Secretary—Dr. R. Nagabhusanam; 
Jt. Secretary—Dr. Ram Mohan Rao; Treasurer—Dr. Gopal 
Rao Naidu; Members of Executive Committee—D's. Mudhu- 
sudao Reddy, Ranganalham, (Mrs) Tulsamma, Sreedhar 
Rao, Sundar Rogers and A. Y. Subba Rao; Member of State 
^!,CounciI—Dr. Madhusudan Reddy; Member of CIcntral Coun¬ 
cil—Dr. R. B. Sharma. 

I^Razole Branch—Between January and October 1977 the 
branch organised several mini eye camps besides one big eye 
camp. A large number of people including children and women 
was examined and treated in the camps by Drs. B. Janaki 
^ Rama Rao, K. Snarama Rao, A. Rajkumari and B. Venuswami 
for various eye complaints. From 9-4-77 to 17-4-77 the branch 
organised a big eye camp at the Government hospital, Razole, 
with the help of the mobde eye unit of Government General 
Hospital, Kakinada. The camp was inaugurated by Sri Gopala- 
krishna Rao, local M.L. A. at a function held under the chair- 
' manship of Dr. B. Sitaramaiya, M.O., Shri Satya Sai Hospital, 
Puttaparthi. The attending specialistsincluded Drs . C. Rama- 
krishna Rao, N. Venkaramaiya, S. Yenkataswara Rao, P. 
Subb ao, U. Janaki Rama Rao, K. Sitarama Rao, C. Sudar- 
shana Rac and Dr. (Mrs) Annapurna. Medical officers and 
stall' of the Government Hospital also ex'ended their full 
cooperation. The total number of patients examined and 
and treated was 1457 and major operations were performed 
in 140 cases and refraction done in 312 eases. As many as 
450 school children were examined. D.P.T. irtjection was 
l^given to 253 children and D.f. irucction was given to 150 
children, rhe valedictory function was held on 174-77 which 
was addressed by Dr. Sundarsiva Rao, Principal, Ratigaraya 
Medical College and Dr. B. N. Janaki Rama Rao, President 
^of the function. Dr..J^. V. Krishna Reddy, Pre.sidcnt of tire 
' A.P. Slate Brunch, distributed mementos to the doctors and 
assistants from the mobile eye units and Dr. B. Sitaramaiya 
distributed spectacles to tb; operated patients. Later a re¬ 
fresher course was held in whicli lectures were delivered by 
i Drs. (Kumori) C.V. Ramani, P. S. N- Murthy, R. V. Krishna- 
murthy, Yenkataswara Rao, B. Suryanarayana, R. K. Chau- 
dari, C. Ramakrishna Rao and Kolilingam. Dr. Desha- 
jiandey, Hony. State Secretary, gave an account of the acti¬ 
vities of the State Faculiyof IMACuilegcof G.Ps. Dr. Sundar- 
shiva Rao acted as the moderator and Dr. A. Y. Appa Rao 
proposed the Vote of thanks. 

Tadepalligudem Branch—Between May and September 
1977 several clinical meetings were held besides a round¬ 
table discussion on “Anaesthetic problems in general practice*' 
at which D,r. D. Viswanath from Vishakhapatnam, was present 
as Chief Guest. In the clinical meetii^s the following speakers 
gave talks on the subjects mentioned against their 
names: 

Dr. P. Siiivaramakrishnan Rao—Clinical approach to and 
management of cases of coma; Dr. S. R. Ranganathan— 
Management of burns in general practice; Dr. C. Dharma 
Rao—Orthopaedic problems in general practice; Dr. K. 
Eotalingam—Radiological diagnosis of chest diseases- 

The meetings were conducted by Dr. T- Rajeswara Rao, 
President of the branch and the speakers Were introduced 
1^ Dr. K. Satyanatayana, Hony. Secretary^ Dr. S. Panduranga 
Rao, member of the State Working CommittM and Vice- 
President, supervised these activities po-iodically. 


ASSAM STATE BRANCH 

Golagliat Branch—An emergent meeting was held on 
31-10-77 with Dr. C. Dhar, Preisdent of the branch, in the 
chair. The meeting discussed the problems arising out of the 
hunger strike launched by members of AMSA and their pro¬ 
posed cease-work from 3-11-77. The meeting expressed its 
deep concern at the failure of the Government to come to a 
settlement and urged the authorities concerned to avert the 
misery of the people by trying to bring about an early and 
amicable settlement of the issue- 

Tinsukia Branch—A meeting was held on 3-9-77 at the 
residence of Dr. S. Sen with Dr. M. Hatikakotj in the chair. 
At the out.sct the meeting condoled the demise of Dr. R. M. 
Deb Roy, a former TIony. 5!ccretary of Dibrugarh Branch 
and adopted a resolution conveying heartfelt .sympathy to 
the bereaved family. Members paid their silent homage to 
the memory of the departed .soul by standing in silence for 
2 minutes. After hearing the reports from Dr. D. Bh^wati 
SDMO, rinsukia, on people’s distress in the wake of the 
recent llood-haVoc in UifTerent parts of Assam, the house 
decided to send relief to the flood-affcclcd people by way of 
contribution of medicines. The meeting closed with a talk 
by Dr. P. K Sarina on ‘Hypertension*. 

BENGAL STATE BRANCH 

Asansul Branch—The annual general meeting was held on 
7-10-77 at the IMA House, Asansol. Placing his report for 
1976-77 the Hony. Secretary Dr. Jayanla Lahiri gave an ac¬ 
count of the clTorts of the members for liavingthier own build¬ 
ing which was inaugurated by Dr. Mrinal Nandi, President 
of the Stale Branch on 8-5-77. He also expressed his gratitude 
on behalf of the branch to Sri S. N. Gorai for his donation 
and valuable suggestions which enabled them to realise their 
dream and explained under what circumstances further con¬ 
struction of the building had to be stopped and decision had 
to be taken to let out a few rooms. Enumerating the other 
activities of the branch he said several sight-seeing tours were 
arranged during the year to Bakreswar, Masanjore and Tara- 
ptih in Birbhum district which were attended by members 
along with their families. The branch organised a protest 
meeting to condemn the assault on the medical officers of 
Burnpur Hospital and East Nimcha Colliery. Dr. P. K. Ghosh 
from Bengal State Branch came to Asansol to make an on- 
the-spot study of the incidents. The branch duly observed 
World Health Day on 74-77 by inviting Dr. Sisir Kumar 
Bose, Director, Institute of Child Health, Calcutta, to speak 
on ‘Protective immunisation of children*. It also observed 
National Consolidation and Re-dedication Day on 1-7-77. 

The following were elected office-bearers for 1977-78: 

President—Dr. I. B. Bhattacharya; Vice-Presidents—Drs. 
Y. N. Mehroira, L- C. Ghosh, K- Roy and M. S. Bahik; Hony. 
Secretary—Dr. Somnath Sur; Jt. Secretaries—Drs. S. N. 
Rajguru, N. C. Modak, J. Sanyal and Nikhilesh Mukheijee; 
Treasurer—Dr. Balaram MukiKrjcc; Members of State Coun- 
Cbuncil I. B. Bhatttacheijcc, Somnath Sur, B. B. Ghatak 
and Sudhin Roy; Member of Central Council—Dr. S. K. 
Ghatak; Internal Aiiditcrs—Dr. M. C. Mukherjee and Dr. 
B. B. Chatterjee. 

Barasat Branch—The annual general meeting was held on 
2- 0-77 at the IMA House. Placing his report for 1976-77 
the Hony. Secretary informed the house that the memberi 
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readerud community h.»iltli service during the year with main 
stress on sclinol lisalth examination and immunisation of 
children along with distribution of iron folic acid capsules 
and vitamin—A syrup. The brauch also organised a socio- 
msdical conference, wlticli was inaugurated by the State'.s 
Health Minister, who appreciatd tlic activities of the branch 
and proposed to set up one polio vaccine centre at Barasat. 

A seminar was also arranged by the branch on the topics 
*$lteet accident’, ‘Malnutrition amongst children', ‘Rural 
environmental sanitation’ and ‘Maternity and child welfare’. 

The biggest achievement of the branch during the year was 
the construction of the local IMA Building, the foundation 
Stone of which was laid on 14-11-76. 

Calcutta Brandi -fh.’ branch organised the Health Week 
and the Health Education Programme on October 8-9, 1977, 
at D.itabya Chilgtsa Kendra on Tollygunge Road in colla¬ 
boration with I he N.SS of I lie Caicut la University and Dakshin 
Kalikata Nagarik Samity. 

Dr. Salil Djtta. President of the Branch, presided over 
the function and Prof- Salil Bancrjee, Programme Co-ordi¬ 
nator of the NSS. Calcutta University, was present as Chief 
Guest. A lively discussion was held on the tlictiK ‘Immunise 
and protect your child’- Dr. Bimal Chafcrabarly, C-onvencr 
and Asslt.Secretary.inUiutcdthcdiscussion which was followed 
up by Dr. Hoirai Prasad Basu, Hony- Secretary of the branch, 
Dr. Ajit Roy, Past President of i he State Branch, Dr. Sukomal 
Sen and Prof. Bela Bose ofBiharilal College ofHome Science. 
Besides the symposium a healih exhibition was arranged 
to cdacaie maHiers from the slum areas in nutrition- They 
were given practical dsra msiration by girl students from 
Btharilal College on how to maintain food value in cooking. 
The other features of the Health Week included a special 
Qlm show on ‘Baby care and family welfare’ by courtesy of 
the Health Dcparlmenl of the GoVcnutieni of West Bengal 
and adinimsiration of triple antigen t<» 80 babies from the 
slum areas uf Tollygunge. 

Rill AH STATIi; BRANCH 

' ’ ’Motlhuri Briinch -Tlic annual meciing was held on 9-10-77. 
Placing his report for 1076-77 the Hony Secretary. Dr. A. K. 
Srivasiava informed the house tliat the branch had 35 mem¬ 
bers on the roll and li had S meetings during the year each 
of whicli concluded with a clinical session. The s|K-akers on 
sclcntidc subjects included Dis. S. Sharan, B. D. Gupta, B- 
P. Pandey, N- P. Verma, S. N. P. Vcvma, A- Prasad. A. K. 
Srivastava and (Smt) ('handralita Jha. In observance of the 
World Health Day it organised a sociiv-medical meeting pre¬ 
sided over by Dr. D, P. Civiudlmri. District Magistrate. Cham- 
paran. Drs. S- Sharan. Quamiruddin. K. N- Jlvi, Sitaram 
Prasad. R. P- Sinha, A. K. Siiv.isiava and Sliri Kaifi took 
put in the discussion on the theme “Iinmuni.sc and protect 
vour children'. During the year us a part of its school health 
service l he branch examined 317 ciiildrcn and gave f. cc medical 
advice to 52 of them. Talks on hcalih education were given 
by Drs. A. Pra.siid, S, S. Sharan and Quamuruddin. Immuni¬ 
sation of 309 children against poliomyelitis, typhoid, cholera, 
etc. was undertaken and free consuliaiion was given to 522 
persons during the HcaltH Week. One tubewcllwas sunk and 
31 wells were disinfected. Durtng the outbreak of gastroenter¬ 
itis in the town a team of numbers headed by Dr. Sitaram 
’.Prasad rendered medical relief to the people in the aCfeceid 
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mahallas with the help of C.M.O., Motihari. The branch 
observed the National Consolidation and Re-dedication Day 
by holding a meeting and a press conference- It held an extra¬ 
ordinary meeting on 2-8-77 condemning the arrest of Dr. C.P. 
Sinha of Sitamari. It also protested the attempt made at malig¬ 
ning the medical profession in course of an editorial in the 
Indian Nation dated 30-6-77. 

At the annual meeting held on 9-10-77 the following were 
elected ofRce-bearers for 1977-78; President- Dr. Quamu¬ 
ruddin; Vice-Presidents—Dr. S. K. Roy and Dr. K. K. Tiwary; 
Hony. Sccrcraey—Dr. Ashofc Kumar Shiivasiava; Jt. Sccrc- 
rary—Dr. Tarakeshwar Prasad; Addl. Secretary—Dr. C. B. 
Roy; Treasurer—Dr. B. D. Gupta; Menibci of Central Coun¬ 
cil—Dr. S. Sharan; Members of State Council—Drs. M. A. 
Rahman, Tarakeshwar Prasad and E- H. Khan; Members 
of Eixeculive Body-Drs. M. P. Verma, M. A- Rahnuin, D. 
D. Qiaudhary, S. Sharan, B. D. Pandey, E. H. Khan, (Snit) 
C. L. Jha, (Smt) Shanti Slnjvastava and S. N- Vc."ma. 

Muzaffarpur Branch— At a general meeting held on 29-10-77 
undcrthcprcsidenlship ofDr.R. S. P. Agrawal it was decided 
to improve (he working of the R. K, and K. P. Charitable 
Dispensary being run by the brancii at the IMA building 
by deputing one member on every week-day for giving free 
medical advice and arranging for pathological and ladio- 
logical investigations by membcr.s at conce.ssional rate- It 
was also decided to request the Stale Branch to furni.sli details 
of work being done and proposed to be done for the benefit 
of doctors so that the same could be circulated among the 
new members joining the IMA. 

GUJARAT STATE BRANCH 

Baroda North Brandi The new branch came into being 
from 1-10-77 with 23 members. Dr. M. S. Chillc and Dr. 
D. S. Shah were elected President and Hony- Secretary rcs- 
pcclively- 

Kadi Branch The new branch was formed on 1-10-77 with 
15 members and Dr. M. C. Sliah was elected Picsidcnt and 
Dr. B. K. Parikh, Hony. Secrcrary. 

HARYANA STATE BRANCH 

i The Stale (’ouncil meeting was held on 11-9-77 at the 
residence of Dr. (Capt.) B. S. Grewal with Dr. D. B. Minocha, 
President of the State Branch, in the chair. 24 members re¬ 
presenting dilfcrent branches were present. The Council de¬ 
cided to request all mcinbers to have the name of IMA in¬ 
corporated in all camps being organised by their members. 
Reporting on tlie pension cases of two retired rural doctors 
Dr. Dharam Paul informed Ihcshousc that the matter was 
being pursued with the Health Minister. The house was also 
informed tltat on behalf of the State Branch Dr. Kamlesh 
Banslial was prqparng the design for identity card for IMA 
members and the same will be presented in the next Council 
meeting. Dr. N. K. Vatma was requested to go into the details 
of the resident system in the Stale Medical College at Rohtak. 
The difficulties of the practitioners in the matter of supply 
of medicines of daily use specially morphine, pethidine, 
tinctuees, etc. were discussed and it was decided to issue re¬ 
minders to the Excise and TaxationDepaiiments urging them 
to relax rules to facilitate supply of these medicines to private 
doctors. 
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On rhe scrutiny of the ballot papers received from different 
branches, the results of the election of President and two 
Vice-Presidents were declared as follows: President—Dr. 

J. P. Sliarma (Yamuna Nagar); Sr. Vice-President—13r. Dev- 
raj Gupta (Ambala City); Vice-President—Dr. M. S. Lamba 
(Karnal). It was announced that in response to the President’s 
appeal for generous donation to the Chief Minister's Flood 
Relief Fund, the following branches had sent the amounts 
noted against their names; Gurgaon Branch—Rs. 250/-, 
Dubwali Branch--Rs. 900/-, Ambala Branch—Rs. 700/-, 
Hissar Branch—Rs. 2,151/-. 

KARNATAKA STATE BRANCH 

The followti^ were elected office-bearers for the year 1977- 
78 at the Annual S;atc Council meeting held at My.iorc on 
7-10-77: President—Dr R. R. Joshi; First Vice-President— 
Dr. V. T. Kolhari; Second Vice-President—Dr. S. SiVa- 
nippa; Uony. Slate Secretary—Dr. K. S. Sefchar; Hony. 
Jl. Seeret.ary- -Dr. K. M. Pralush; Treasurer—Dr. N. R. 
Acharya; Fxlitor, Karnataka Medical Journal—Dr. K. V. 
Ghorpadc; Members of Central Working Committee -Drs. 
A. ... Narendran, It- T- Sampathfcumar, N. A. Narasimhachar 
and M. Rajasekharappa; Alternate Members -Drs. K. S. 
Srocnivasa Murthy, N. R. Acharya, A. B. Subrahntanyain 
and P. Narayan; Internal Auditor -Dr. M. C. Papanna. 

Gulcgudd Branch -The branch was inaugurated at a func¬ 
tion belli on 24-7-77 with Dr. S, N. Koulgud, Professor and 
H.-ad of the Dep.irlment of Obstetrics and Gynaecology, 
K. M. C., Hubli. m the cliair. The branch was formally 
declared open by Dr. M. S. Ananta Raju, Professor and Head 
of the Department of Surgery of the same College. A sympo¬ 
sium on ‘Diabetes Mcliitus’ was also .arranged on this occasion 
and it was attended by a good number of members from the 
neighbouring branches. The following were elected office¬ 
bearers of the new branch : President—Dr. V. C. Sampagourd; 
Secretary—Dr. I. D. Koppal; Jt. Secretary and Treasurer- 
Dr. R. V- Zanvar. 

Hubli Brandi -A Zonal (nicr-branch Conference hosted by 
the branch was held on 12-6-77 at Sawai Gandharva H.all, 
Hubli. Dolegatcscamcbesidesthe local branch fromDandcli, 
Davangere, Dharwar, Gadag, Haveri, Hubli, Naragund, 
Ranebennur, Savanur and Sirsi branches. The inaugural 
function started with an invocation by Dr. (Mrs ) B. P. 
Sontakkee followed by the welcome address by Dr. (Mrs) S. M. 
Kalliyanpurkar and introduction of the Chief Guest, Sri G. N. 
Sabahit by Dr. P. S. Rao, Cliairman. The Chief Guest and 
other guests who addressed the conference stressed in their 
speechestheutilityofholdingsuch inter-zonal conference which 
brought the neighbouring branches of IMA clo-ser and enabled 
the members to establish intimate contact with one another 
and discuss their common problems. The inaugural function 
closed with the vote of thanks proposed by Dr. U. T. Runwal, 
Organising Secretary. In the scientific sessions that followed 
a guest lecture was delivered by Dr. P. B. Sulakhe with Dr. 
N. M. Prablm in the chair and scientific papers were presented 
by Drs. R. B. Patil, L. S. Kullcami, S. Sreenivasachar and 
R. D. Kulkami with Dr. M. S. Anantharaju acting as the 
Chairman. Another guest lecture was delivered by Dr. H 
Gurupadappa with Dr. M. M. Joshi in the chair. A 'Brains 
Trust* was also organised on this occasion with Dr. A. V. 
Medlery acting as the Convener and Dr. (Mrs.) S- M. Kallit'an- 


purkar as the moderator. The panel consisted of Drs. S. V. 
Nadig, S. G. Joshi, S. N. Koulgud, K. H. Jituri, E. S. Gokavi, 
P. V. Datti and (Mrs) S. Datye. The programme closed with 
a discussion on the problems of tiie Association over which 
Dr. (Mrs) Kalliyanpurkar presided while the main speaker 
was Dr. A. Nagraj. Representatives from different branches 
took lively part in the discussion. 

KERALA state BRANCH 

Kasamgod Branch -The annual meeting was held on 1-10-77. 
Placing his report for the 1976-77 Dr. K- V. Mahabala Bhat, 
Hony. Secretary, informed the members that a large number 
of clinical meetings and a few non-clinical meetings were, held 
during the year. The following were the speakers and the 
topics at different clinical meetings: Dr. K. R. Ballal—The 
care of severely injured patients in accidents’; Dr. B- H. 
Krislina Moorlhy--‘Management of Anaemia in general 
practice’; Dr. S. V. Shastry—‘Invesligallon and treatment of 
leprosy’; Dr. K. R. Slietty—‘Medical practice in USA*; 
Dr. Govind Raj—‘Management of common respiratory pro¬ 
blems’; Dr. O. P. Kapoor- -‘Common problems in general 
practice’; Dr. V. V. Mody—‘Management of hypertension*. 
Two panel discussions were organised during the year. The 
subject for the first one was ‘Peptic ulcer’ and the participants 
included Drs. K. P. Krishnan Nair, 11. S. Rao, P. V. Hhat and 
Balasu'nrahmanya. 'I'hc subject for the second one was ‘Clini¬ 
cal manaRcment of shock’ and the pariicipaiilsincluded Drs. 
B. S. Pjio, M. G. Bhat. U- A. Mohammed and (Mrs) Jaya 
Bliat. Mr. Keshab Bhat, Cluirtcrcd Account.iiii, addressed 
tlie members on ‘How to keep your accounts’. As a part of 
health education programme the branch arranged a few public 
health lectures. The following were the speakers; Dr. K. V. 
Mahabala Bhat -‘Venereal disease’; Dr. (Mi.s) lalitha S. N. 
Bhat -.‘Pregnancyand child care’; Dr. M. N. Shclnad- -‘Family 
PK-inning’; Dr. M. .Sripad Rao-‘Addiction to drugs*; Dr. 
B. .S. Rao— ‘Chest and heart diseases’. The branch also orga¬ 
nised a lew medical camps where Drs. K. V. Mahabala Bliat, 
H. S. Rao, Abdul llamccd, K. N. Bhat and (Mrs) Sudha N, 
Ktiinath rendered service. 

The following were elected office-bearers for 1977-78: 

President--J5r. (Capt) K. A. Shetty; Vice-President—Dr. 
U. A. Mohammed and Dr H. V. Kamaih; Hony. Secretary— 
Dr. K. G. Pai; Jl. Secretary -Dr. P. K. Bhat; Treasurer- 

Dr 11. Harihara Iyer; Members of Kxceulive Committee_ 

Drs. B. S. Rao, H. Vishwanalha Kamaih, K. V. Mahabala 
Bhat, A. C. Padmanabhan, (Mrs) Prema Gopinath and K. 
Sarvesliwara Bhat; Member of Slate Working Committee- 
Dr. B. S. Rao; Alternative member—Dr. A. T. A. Rahman; 
Members of State Council— Drs. M. Sripad Rao, N. Krisban 
Bhat and K. P. Shenoy; Member of Central Council—Dr. 
K. V. Mahabala Bhat. 

Trivandrum Brancb- The annual general meeting wa.s held 
on 15-10-77 at the Trivandrum Club. At the outset the meeting 
condoled the demise of Dr. Balakrislman. a former Editor 
of Kerala Medical Journal- Prof. R. Ananlhanarayanan re¬ 
called the quolii ics of head and heart of the dccca.scd follow’ing 
which 2 minutes’ silence was observed as a mark of respc« 
to his memory. The annual report and the statement of ac- 
counts for 1976-77 were next placed by the Hony. Secretary 
both of which were adopted after some discussion. The follow- 
ing were elected office-bearer* for IQ77.7g' President — Dr. 
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M. Sambasivani; Vice-Presidents—Dr. V. Dasayyan and 
Df. P. V. Muralecdharan Mcnon; Hony. Secretary—Dr. K. 
Ramakrishnan Nair; It. Sccrclary-Dr. Lalithamma N.; 
Treasurer—Dr. K. Manomohan; Members of State Working 
Committee—Dr. R. Ananthanarayanan and Dr- P. V. George; 
Member of Central Council - Dr. R. Ananlhanarayanan; 
Members of State Council—Drs. M. P. Manomohan, S. 
Hariharan and M. Madliusoodlianan Nair; Members of 
Executive Commiticc Drs. V. C. Mathew Roy, S. Subramonia 
Iyer, M. D. Mcnon. G. Lalilha, Joy Philip, V. Snchapalan 
and P. V. George. Later a scientific session was held under 
the joint auspices of the branch and the Kerala Chapter of 
Indian Rheumatism Association. The session commenced 
with a lecture on ‘Nconlal surgical problems’ by lYof. N. A. 
Myers, Chairman, Department of Surgery, Royal Childrcn’.s 
Hospital. Melbourne and Commonwealth Visiting Professor. 
This Was followed by a symposium on Osteoarthritis in which 
Dr. P. P. Josheph, Dr. P. H. Muralecdhara Menon and Dr. 
K. A. Vcnugopalan Nair dealt with clinical features, non- 
surgical management and .surgical treatment respectively. 
Professors R. Raman Nair, Sugan George and M. Sambasivan 
were ‘at home’ to the members and the guests. 

PUNJAB state branch 

Amritsar Branch—The annual general meeting was held on 
9-10-77 at the Medical College. The meeting was inaugurated 
by Dr. Baltkv Prafcash, M.P. Speaking on the occasion Dr. 
Prakasii criticised tlie rural health plan proposed by the 
Qoveenment of India and assured that he would try to re¬ 
present the views of IMA in the Parliament. He also praised 
the comn'iniiy health activities of IMA. In the election of 
ofhee-bearers that followed the fullowii^ were declared elected 
for 1977-78: 

President—Dr. Dharaiupal Wadhawan; Vice-President- - 
Dr. Saniokh Singh and Dr. Ourudev Singh Oirgla; Hony. 
Secretary -Dr. P.irarnjit Singh Khorana; Jt. Secretary- 
Dr. V- K. Vedi; Organising Secretary—Dr. H. S. Bajwa; 
Finance Secretary—Dr. Aviar Singh Aurora; Jatcrary Secre¬ 
tary—Dr- TIimnut Singh Sachdera; Club Sccrcrary--Dr. 
Mukhliar Singh. 

Miiktsar Brunch -The annual meeting was held on 6-10-77. 
Placing, his report for 1976-77 the Hony- Sccrcrary informed 
the house that the branch had 10 executive and !2 general 
meetings during the year. It organised 10 scientific meetings 
including 2 refresher courses. In the scientific meetings the 
speakers were Drs. S. U. Khiirana, K- C- Mishra, J- C- Mangla, 
V. K. Sood. S. Khurana. Jagat Bhushan, C. L. Jagga, P. 
Bansal. Baldcv Raj, A. K. Wadhwa. B. R. Setia and Prithipal 
Singh. The refresher coursc.s were attended by doctors from 
Bhatinda. Malout, Gidderhana, Abohar. Fazilka, Baridkot, 
Ferozepur and Jailo. Members of the branch took active 
part tn community health service and family planning pro¬ 
gramme. Dr. D. P. Bansal and Dr. A. K. Wadhwa rendered 
free service in the health camps organised by the Rotary Club. 
Dr. Baldcv Raj and Dr. (Mrs) Raj attended a rural camp 
at Rupana. Drs. Tarsem Bansal. llsha Gupta, S. K. Jagga 
and Prithipal Singh took pan m the family planning pro¬ 
gramme- The branch observed Health Week in April 1977 
during Which 1892 children were inoculated against typhoid 
and cholera and a large number of people was given education 
in the prevention of commuoicable diseases through cinema 


slides and hand-bills. The branch observed National Con¬ 
solidation and Re-dedicat ion Day on 1-7-77 by holding a 
meeting and later presenting a memorandum to the S.D.O. 
(Civil) Mukisar. The branch had 25 members on the roll as 
on 30-9-77. 

The following were elected office-bearers for the year 1977- 
78: President—Dr. Baldev Raj; Vice-President—Dr. Bal 
Raj Setia and Dr. Usha Gupta; Hony. Secretary—Dr. Dar- 
shan Lai Bansal; Jt. Secretary and Treasurer -Dr. Joygopal 
Bansal; Member of Central Council—Dr- P. Joshi. 

TAMILNADU STATE BRANCH 
Kanyakumari Branch--A free medical camp organised by 
the branch was inaugurated by Sri K. Monoliaran, Tamil 
Nadu’s Minister for Finance, at Kotlaiam village on 8-9-77. 
The Minister commended the mcmbcis of the branch for 
their dcVolcd service to the poor people in the rural areas. 
A team of 20 doctors and 10 para-mcdical woikers treated 
about 763 patients for Various ailments. On 30-9-77 another 
camp was inaugurated at Kovalam. a fishermen’s village, 
by Sri C. Krishnan,thc local MLA. About 1133 persons Were 
checked up and treated for various ailemis by 13 doctors with 
the assistance <'f 10 para-medical persons. I he cases of two 
patients in the first camp and another two patients in the 
second camp, who needed surgciy, were taken up by the Secre¬ 
tary of the brancli for further treatment. Besides the two 
camps the work of the weekly medical camp opened at Ootu- 
perai Theru, Vadasseri. was canied on by 5 lady members of 
the branch. An immunisation programme was undertaken 
at Majalamoodu where 13 babies were immunised. 

Madras City Branch- The slum dispensaries run by the 
branch at Visalakshipmman Tholtam and Srinivasapuram 
rendered valuable service to the slum dwellers at the IMA 
Urban Family Welfare Centre. Besides immunisation of 586 
children, 7 lUD and 33 Vasectomy cases woe done. 

Madurdi Branch-A free medical check-up was conducted 
on 25-9-77 at Shivananda Tapovanam, Thoppur, where 344 
patients were examined and given free advice and treatment. 
Another free medical chcck-up ot 184 patients was carried 
out at Tluruppalai village on 4lh, 11th and 18lh September 
1977 and they were also given free treatment. 

Pattukoltai Branch - On 16-9-77 15 cliildren of Bathlehem 
Orphanage were given double antigen vaccination by members 
of the branch. 

UTTAR PRADESH STATE BRANCH 
Oehradoii Branch—A meeting was held on 26-7-77 with Dr. 
B. S. Pandhi in the cliair. At the outset the President offered 
birthday greetings to members whose birthdays fell in June 
and also welcomed the new members and guests including 
Dr. A. N. Sharma, an eye specialist from Banaras. Following 
this Col. M. S. Bamrah, surgical specialist. Military Hospital, 
Dehradun, .spoke on ‘Shock and its management with partitdilar 
reference to surgical shock’. Next, CoL Puri spoke on ‘Medical 
aspects of shock, specially cardiogenic shock’ and Dr. V. P. 
Dutta. C.M.O., Dehradun, explained to the members the 
Malaria Control Programme- 

At a clinical meeting held on 14-7-77 with Dr. Pandhi in 
the chair. Col- V, S. Sharma presented a case of rheumatic 
carditis with mitral stenosis. Following this Dr. Kuideep Dutta 
spoke on ’Management of cardiac arrhythmias after myocar- 
da1 infarction’. 
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If a little is good, 
more is not 

better. _ 

LYDOX 

DOXYCYCLINE 


'SHALL SINGLE DAILY DOSE 
DOES NOT KEEP PATIENT AWAKE.’ 

DOSAGE; LYDOX Doxycycline Lyka 200 mg. on 
first day and then 100 mg. single tiose. 

Children - 4 4 mg.'kg. body weighi initially and then 
2.2 mg./kg. daily. 

PRESENTATION; LYDOX Doxycycline Lyka iS 
available as 100 mg. capsules m vials o1 4 capsules. 

(•at fHit her particulars please coat act • __ 

LYKA LABS 

77, Nehru Road. Vile Parle-East. Bomhay-400057 


Uyk A 



Phones- S76947 ■ 563122 D Qiam LYKAPEN' Bombay-40006'/. 
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Nupercainal 

Relieves pain and pruritus 
of haemorrhoids (piles). 

The anaesthetic-emoUient 
approach allows a more 
comfortable day for the 
patient. 


Nupercainal Ointment incorporates the anaesthetic 
component in a pharmaceutically elegant base 
that soothes, protects and lubricates inflamed 
tissues, helps guard against irritation so that natural 
healing can take place. 






At^nt U 





furakolin 

Furazolidone with Pectin & Kaolin 

Furazolidone has a strong antibacterial effect 
presumably by interfering with the enzymatic 
process that aids bacterial growth of the 
Shigella group salmonella and vibrio cholerae 
Furazolidone also has strong anti-Giardial action 
Pectin and Kaolin absorb bacteria and toxin 
and protect the mucous membrane of the 
intestine. Kaolin has an added antiferment 
action in the intestinal tract 
Together as in Furakolin they control diarrhoea 
of varied origin—effectively and quickly 



COMPOSITION 

Each 5 ml contains 
Furazolidone N F— —35 7 mg 
Peclin IP — 40 mg 

Kaolin Light I P — 400 mg 
Flavoured base Q S 

INDICATIONS 

Giardiasis Barlerial Diarrhoea 
Enteric Fever and Choleraa 

DOSAQB 

Infants under one year } to | 
teaspoonful 4 times daily Chil¬ 
dren 1 year to 4 years J to 1 
teaspoonful 4 times daily Chil¬ 
dren 5 years and above 1 to '4' 
teaspoonful 4 times daily 

Adult 

3 teaspoonfuls 4 times daily or 
as directed by the physician 

PACKING 58 ML 
448 ML 



G. D. PHARMACEUTICALS LIMITED 


Boroline House, 9 Girish Avenue, Calcutta 700 003 


RAD ASSOCIATES 



Fills the 
PROTEIN GAP 



apirolin 


AMINO ACID RICH 



(onitiminu 
Pri)t(Mii Hyilroiy 
N.Ut', Rit)ofL)viri 



» 


f I ■: I n 11f11,. 

Nidi'ifl III iidf, 
PyiiiPiAini.' 
Lifi(i!i()()i(: F ,K IoTj, 
rpyi t.'io|)li(:is|jli,iic 
Fdi[),iiii, 
1 ysKiv (Ml 




The soothing promise 

Asmofylin 

Relieves respiratory 
disorder 


COMPOSITION 

BRONCHOOILATOR 

* Theophylline 

* Ephedrtne HCL 

EXPECTORANT 

• Pm Guwacol Suiphonete 
*Tr Ipeeec 

MYOCARDIAL STIMULANT 
• CaHeme Thaophyllme 

DMTARY SUPPLEMENT 

• STIMUiANT 

« 

t Nieotiffic Aeld 



INDICATION 
Bronchial As thma, 
Bronchiectasis 
Respiratory Catarrh j 
Chrome Bronchitis A 
Congestive Heart 
Failure. Broncho - 

Pneumonia. Dry & ^ 
Unproductive Cough 



DOSAGE 

Adults 1 to 2 teaspoonsful 

Children Under 1 year 5to7 
drops Between 1 and 3 years 12 
drops Between 3 and 8 years 20 
drops Between 8 and 12 years 
30 drops To be taken thrice daily 
with warm water or milk half an 
hour after mea Is This dose may 
be repeated during paroxysms 
according to the direction of the 
physician 

PRESENTATION 
Bottles of 84 ml 
168 ml. ml 

G. 0. mAHMACEUnCAlS 
UMiTEO 

9 Girish Avenue Cel-70000^ 
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TETRADOX 

Outperforms 

tetracycKnes 

Capsules 100 mg Doxycyclme 

{Doxycyrline Hydrochionde) ' 
in strips of 10 s 
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"'...its prophylactic use 
may be confidently 
expected to reduce 
anaerobic sepsis rates 
of around 20 per cent 
and 50 per cent 
respectively to nil/'’ 


^ FLAGYL' 

the «igen1 of chotce for the 
treAtmont prevention 
L i)i iin.ierobic sepsis 



'Flagyl'* Melronidazole 

> the incisive and decisive anaerobicide 


It's not only in the prevention^ s a m is i? Qf 
anaerobic infections that 'Flagyl' has shown 
striking success, 'Flagyl' is also regarded as the 
agent of choice in the treatment of anaerobic 
infections^ ’® 

The importance of 'Flagyl" in this new 
indication is already firmly established. It 
provides appropriate medication, in adults or 
children, m therapeutic and prophylactic 
applications 


;ia«f«rancM 

’ 1 ScotMedJ 22,155,197V 

2 Unctl. II. 1540.1974 

3 Aniimicrob Agents It 
Chemoiher. 7,672,1975 

4 J Antinticioh Chomother, 

1, 235. 1975 

5 Ibid. 1. 393. 1975 

6 BrMedJ. i, 39,1975 

7 Nauv Prnse Med. 4. 667, 
1975 

B BrMedJ. i. 318. 19/6 
S J Arriiri'crnh Chemother, 

2, 101, 1976 


10 BrMedJ 1.1074,1976 

11 I ertcet, ii. 70,1976 

12 AmJObslet GynMCol. 

126. 1. 1976 

13 BrMedJ 11.1418.1976 

14 Lancet, ii. 997, 1975 

15 W.llis AT, cl 01 BrMedJ, 
607 1977 

16 JAmMed.Ass, 230.1168. 
1974 

17 Lancet. II. 4. 1977 


'Flagyl' 1 $ presented as 200 mg and 400 mg tablets. 


•trade mack 


. MAY a BAKER (INDIA) PRIVATE LTD 
_ Bombay' Catcuttn Gauhati Indore Luchnow Madras 
■- NevyOelhi Patna 


JUST RELEASED 

For Medical Students, Officers & Civil Surgeons 

MEDICAL JURISPRUDENCE 
AND TOXICOLOGY 

WITH POST-MORTEM TECHNIQUES 
AND MANAGEMENT OF POISONING 

BY B. K. SENGUPTA 

Professor, Forensic & State Medicine, B. S. Medical 
College, Bankura & Burdwan Medical College. 
Burdwan. 

Special Features 

Important questions discussed and answered. Profuse 
comparative tables. Illustrative diagrams specially 
designed to help memory. Forms and procedures. 
Post-mortem techniques. Case references and Acts. 
Handy and brief. 

Price Rupees Thirty only 
Available at all book-sellers 

ACADEMIC PUBLISHERS 

Post Box No. 12341. Calcutta-700 073 


biggest sphyg seller in the u.k. 

electronic sphygmomanometer 

SO EASY to USE! 

No iicilieMopc Ne» 

fcatutte. <mamsilc air Odlata ei 
MeaBy VI ■unHi/sae.-iio ikea* 

MNW valve, aei eaiy via peih 
arm threufli puli lighi vakrectf. 
lietnedeerr iefha cal’h pkead t'" 
over ilic brachial army and Mb- 
Md to daatrad mmHi IsvcL A» 
maeom t iaf eaadli falhb tha Bni 
blea flash on dial ehh fiuct blaap 
ladiaaiM Syiiehc. ceeilauhid ia- 
bUnt/hIrcpini vriih BPieundmha 
taH llaali/blarp nelad indIcalH 
Diatlelic. Very raii«Ue S^td 
f Stala electronic Btiidy inainuMoi. 

Pe«arPP3 or eauivalent flv hai- 
levy. Complete tnih CAMtVINa 
CASE. f < 

ALSO AN IDEAL INSTRUMENT ^ 

FOR *‘$ru -OFTCRMINATION* t 

BP. NOW VERY popular IN . 

THE U.K. DOCTORS ADVIS¬ 
ING PATIENTS TO KEEP A 
OILCK ON THEIR BP, e.t. 

hvpcrtension. drug the¬ 
rapy, CORONARY after .. 

Care, etc 



Ask Tor deittils about 
our NEW. Electronic 
SteihOKopc—moil 
powerful available. 


PRICE £45.00 STERLING 
AIRPOST/INSUR. £6.00 
PLEASE WRITE FOR YOUR 
PRO-fORHA INVOICE 


ANDREW STEPHENS CO. MEDICAL ELECTRONICS 

41. DICKSON ROAD. BLACKPOOL, ENGLAND. 
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a pleasant way to stop 








Grilinctus 

EXPECTORANT • ANTI-ALLERGIC 


In the treatment of cough the aim should be to 
reduce coughing so as to allow the patient 
mental and physical rest. "In this manner the act 
of coughing is reserved for the occasion when 
it can be really productive. A moribund or 
exhausted patient may be unable to cough." 

(Goodman 8 Gilman, 2nd edition, page 1068) 


• Stops cough fast 

• Soothes irritated mucosa 

• Excretes irritating material 
from bronchial passages 

• Does not cause sedation. 





Wm 








m' 






GRIFFON 

laboratoins pvt. ltd., 
fFormeriy laboratoires GrimauU Pvt. LidJ 
20, Haines Road. Bombay 400011. 
(RegistaradiVoprlator of the Trade-marks®) 




100ml.&4SOml. 
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7\)c 

9astroinfestmal 
rcaulariser of proved 

\)aluc 

Biemozyme Is a gastric sedative that gives 
the gastric region mnoh needed rest by 
forming a protective coating on the inflamed 
mnoons membrane of the digestive tract 
Digestive ferments present in it dissolve 
insoluble protein, albumin and flbrln and 
enhance the digestive power of the gastric 
Juice. Blsmosyme is thus a perfSset 
gastrointestinal regularlser of proved valne. 



BismazymE 

The perfect gastrointestinal regulariser 


EitUmOny 


EASTERN DRUG CO. LTD. 


Csicuna-38 
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tnany 
iMngs 
iomany 



to nationaliats of pra-lndepandenca 
vintaga— 

a dynamic expression of‘swadeshi'anterprise. 

to inaidara of tha Indian Pharmaceutical 
Industry— 

the pioneer in innovative technology. 

to tha prograsa-Gonacious madical 
fratarnity— 

the prompt provider of the latest in 
international drugs, 
to chamista big and small— 

a concern whose ethical commitment is 
reflected in every brand it markets. 

1» patients in uncounted millions— 

a company that has contributed with sincerity 
to improving the quality of life—in sickness 
and in health. 


Cl PL A — a 40*year saga of dynamic diversification 

from formulations to medicinal aerosols 
from research to basic manufacture 
from steroid processmg to agronomy 
from export to technology transfer... 




CIPLA 


Bornbays Bangalore 
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. Highest in nourishment 

Balamul, a highly nourishing cereal 
weaning food, has been specially 
formulated for babies in India. 

It provides protein, calories, 
vitamins, minerals in proportions 
required by the child to sustain 
optimum growth Balamul's protein 
content is very high—20%—higher 
than in any other cereal food. 

The quality of protein is such that 
its net utilisation is 70 and its 
efficiency ratio 2.4, as against 


Good Digestibility ^ 

Balamul is a cereal food pre-coffitild 
in milk. Its balanced formula males 
it easy to digest even when other 
solid foods and full strength milk are 
sources of irritation (especially 
during teething time). 

So far there have been no cases of 
total rejection of Balamul by babies. 
Temporary rejection is possible. 

It is advisable to request the mother 
to try again. 


3.0 for casein. 

This means that much more protein 
is available for growth and very 
little is wasted. 

Approximate composition 
per 100 grams 

Protein 20 g • Carbohydrates 68 g 

• Fat 3.5 g • Calcium 0.8 g 

• Phosphorus 0.6 g • Iron 10 mg 

• Vitamin A 1500 lU • Vitamin D 
300 lU • Vitamin B1 0.5 mg 

• Vitamin B2 0.6 mg > Niacinamide 
6 mg • Vitamin C 30 mg 

• Calories 380. 

Lowest in Cost 

Retails at a much lower cost than 
other processed foods. This means 
you can recommend its use over all 
income levels, ensuring the fullest 
protein benefits for all. Ideally from 
3 months to 5 years. 


Balamul 

For its value and price 
—your best 
recommendation 



< 

CD 



Marketed by; 

Gujarat Cdoperaib'va Milk Marketing Federation Ltd, Anand 388 001. Gujarat State 


10 

< 
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Where lies tile 

to his 
mobility? 

The key lies in 

Phenxyn-A, 

which is a better tolerated 
anti-rheumatic preparation 


•PHENZYN-A 

contains 

Oxyphenbutazone 
and Magnesium 
Trisilicate. 
Oxyphenbutazone 
is released after 
the release of 
Magnesium 
Trisilicate. 


•PHENZYN-A 
prevents epigas¬ 
tric discomfort, 
which is quite 
common when 
Oxyphenbutazone 
is used alone 


•PHENZYN-A is 
better tolerated 
on long continued 
therapy. 


Composition 

Each tablet 
contains: 
Oxyphenbutazone 
I.P. ISO mg. 
Magnesium 
Trisilicate I.P. 250 mg. 


Dosage 

Adult: 2-3 tablets 
per day in divided 
doses or as 
directed by the 
physician. 



indications 

Rheumatoid 
arthritis, 
osteoarthritis, 
various chronic 
rheumatic 

discases.ankylosing 
spondylitis, acute 
gout and various 
other inflammatory 
conditions. 


PASTEUR LABORATORIES PVT.LTD. 

2, Bidhan Sarani. Calcutta-700006 





FROM THE MANUFACTURERS OF THE 

metronida 


Orogyl 



1 1 iiiiiiiwrfiTr 

tablets 

(Metronidazole I P 200 mg & 400 mg ) 


specially formulated for better patient 
acceptability and therapeutic action in: 


* Amoebiasis 

* Trichomoniasis 

* Giardiasis 

* Acute Ulcerative Gingivitis 

* Dracunculosis 

MARKETED BY 


PACKING 

• Oroqyl i^OO mg 
Suipo of 10 tabs 

in Boxes ot 10 strips 

• Orog,l 400 mg 
Strips of 10 lab'' 

in Boxes of 10 strips 

• Also available as Orogyl Syrup 



(PRIVATE) LTD., 


MADE IN INDIA BY 

ANAND SYNTHOCHEM PRIVATE LTD . MANPAOA ROAD DOMBIVLI TALUKA KALYAN OIST THANE 


FtriRini AsEociates 





tjun ufitUQ 
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TCP 
DHiEPLEX 

THE EFFECTIVE DIGESTIVE 
AND NUTRITIONAL SUPPLEMENT 














IMOICATIOMS 

Convalescence, faulty nutrition and 
defective digestion 

DOSAGE 

Adulta: 2 teaspoons in water 
twice daily after meals 
Children : Half the adult dose. 

PACKINGS 

100 ml. (1 Diastase tablet) 

170 ml. (2 Diastase tablets) 

450 ml. (4 Diastase tablets) 


iTi' 








■ M 



RALLIS INDIA LIMITED 

PHARMACEUTICAL DIVISION 
21, Reveline Street Bombay-400 001. 
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L-YKA 


For farther particulars 
please coat act: 

LYKA LABS 

77, Nehru Road, Vile Parle-East, 
Bombay-400 057. 

Phones: 

576947 • 563122 

Gram: 'LYKAPEN' 
Bombay-400 057. 


AMPIUN 


Ampicillin 


Safe • broad-spectrum 
bactericidal antibiotic 

Available as: 

> 

Capsules: 250 mg.-4’s, 16*si 500 mg.-8*8 
Syrup : 125 mg./5 ml. -40mi. bottles 
250 mg./5 ml. - 40ml. bottles 
Injections: 100 mg., 250 mg., 500 mg. 
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FUROXONE 


TABLETS 


EFFECTIVE TYPHOID 
THERAPY 
SHORTENED 
CONVALESCENCE 
LOWER INCIDENCE 
OF RELAPSES 


Availability 

In catchcovers of 12 tablets, each containing 
furazolidone BtP.C. 10Q mg. 


SKGF 


SMITH KLINE & FRENCH 
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Deea-DurabcUn 

in chronic arthritis 



constructive therapy 
in a destructive disease 


DECA-DURABOLIN 

• Increases muscle mass 
and power 

• Counteracts osteoporosis 
and reduces fracture risk 

• Combats anaemia and 
weakness 

• Restores sense of 
general well-being 


DOSAGE: 

25 mg. to 50 mg. 
Deca<Ourabolin i.m. 
every 3 weeks depending on 
the severity of the disease. 

for detailed information 
please write to: 

_ Medical Services Department 

"^Organon (India) Limited 
Himalaya House 

^-^ 38, Chowringhee Road. 

Calcutta-700071. 


OQC.lt 
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Doxycycline Hyclate 100 mg 

Superior, Safe 
and 

Convenient 







mm 




Broad 

Spectrum 

Antibiotic 


v‘ 












' , : / 





IFIDOXYN; 

• exerts more powerful action 
against both gram positive and 
gram negative bacteria. 

• is safe in patient with renal 
impairment. 

• offers convenient once-a-day 
therapy. 


UNIQUE PHARMACEUTICAL LABS. 83 B & C- Of Anoip Besanl R(\‘J. Wcrti, 
Bombay 400 018 ® Raflistered Tradomaik 
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Actifed THE COMBINATION OF 

Actidil't.JHE POTENT ANTIHISTAMINE AND 

Sudafed^ the powerful systemic decongestant 


Calpof 

SAFE analgesic 
and antipyretic 

k FOR 

1 SYMPTOMATIC 
m RELIEF 
f OF THE 

COMMON COLO 

Calpol .. relieves pain and fever and can 
safely be given to adults and children 

Caipol. . is safer than aspirin as it does 
not produce gastric bleeding 

Calpol- . is frae from the dangers of 
agranulocytosis commonly associated with 
amidopyrine and analgin 
Presentation: 

Each scored tablet contains 500 mg. 
paracetamol BP 

Strips of 10 tablets and containers of 250 tablets 
Paediatric Syrup (120 mg. in 5 ml.) 
bottles of 60 ml. 




Actifed- . relieves the wheezes, I 

sneezes, runny noses and stuffy heads quickly, 
effectively and safely 

Actifed- ■ . decongests the entire | 

respiratory tract including the nose, sinuses, 
bronchi and eustachian tubes 

Actifed-- . works on sites inaccessible | 
to nose drops 

Presentation: 

Each scored tablet contains 2.5 mg. triprolidine 
HCI BP and 60 mg. pseudoephedrine HCI BP 

Strips of 10 tablets 

For (Hrther dttiils pItMc write to ut 

© Regd Trade Mark oi 


Vfellcome 


Burroughs Wellcome & Co (Indie) Private Lhl 

16 Bank Srraet Bombay 400 023 
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RESPIRATORY INFECTIONS 

PNEUn/IONIA 

BROniCHITiS 

TONSllLITIS 

respond with greater certainty 

to S-■ 


because 

Tbrramyoin* 

the original oxytetracycline^ 

■ exerts powerful action against common 
respiratory pathogens, including 
Mycoplasma pneumoniae 

■ achieves and maintains high antimi¬ 
crobial levels in the respiratory tissues 

■ has an excellent record of safety and 
toleration 

■ has a proven record of high cure rates 

Selmia for Urn wprtt, wH b»int PFISER LIMITED 
Awd Offln Towwi Nttktitti foHtL Smift«r4000ir 

'Tntfomorkol Prior Inc USA tor ooytoUoGyclini 


PW2V 
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Paraxin 


Chloramphenicol 



Paraxin Capsules Paraxin Eye Ointment Strepto-Paraxin 

(250 mg and 500 mg) (Tubes and Soflicaps) Capsules 

Paraxin Dragees Corto-Paraxin Soflicaps Strepto-Paraxin 

Paraxin Dry Syrup Paraxin Ear Drops Pediatric 



Paraxin 


■ (2) I 

m 'c boshnnqer 


K 


^ the most widely prescribed Chloramphenicol in India 

from 

the largsst basic manufacturers of Chloramphsnicol in Asia. 


Boehnngsr — Knoll Limited Unilad India Buildmg, P.M Road, 


Bombay 400 001. 


Oavifca 
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Migraine? 


Mgranil 

INGA LABORATORIES PV^TS^. 

Mahekali Road. Andheri, BOMBAY-400 093. 
Telex 011 -2648 Telegram: INGALAB-Bombay-BB. 

Phones: 571129/572932 








«ilecisive step in the right direction 


Emyaii 

8USPENSiON|^TABLETS 


GRANULES FOR ORAL SUSPENSION 
Each 5 ml. (teaspoonful) contains: 

100 mg. of Erythromycin as Erythromycin Estolate I.P. 

Presentation: 30 ml. and 60 ml. bottles 


Offers 

I Maximum stability with gastric juice 
\ Rapid absorption from intestinal mucosa 
\High effective concentration in blood 
\ Early diffusion in body tissues 
I Slow excretion and prolonged concentration 


anti-streptococcal and 
anti-staphylococcal activity 
superior to penicillin, tetracycline, 

chloramphenicol, spiramycin. _ 

tiest tolerance by new born, pramaturad 
infants and adults. _ 

TABLETS 

Each tablet contains: 

100 mg. and 250 mg. of Erythromycin as 
Erythromycin Estolate I.P. 

Presentation: Strip of 10 Tablets 

THEMIS PHARMACEUTICALS, 

38. SUREN ROAD, BOMBAY 400 093. 

















UNIQUE therapy 

for neurological ifisonlers 


THIAMINE PROPYL DISULPHIDE a new form of 
Vitamin Bi is combined writh Vitamin Be and B12. 
for the first time in India. 


THIAMINE PBOPYL OISULPHIDE 

being eparingiy soluble in water, is retained in tite system for 
a longer period, as compared to ordinary Vitamin Bi wdii^ is 
water soluble and rapidly excreted. 


IjicraritfA ^ vluwnM i 
In UruM tfier rrMrevonoMS 
liVMNan |]D mf.) Humwa 



SWF 
(28%) 
PM Aw 

B, 


wrduierv vhenun 


Wl 


BKTRION 


BEETRION capsules due to 
better absorption and longer 
retention produce 30 bmes 
higher co-carboxylase, give 
guaranteed more rapid 
therapeudc effect with amallsr 
doses and as such there is no 
need for parenteral therapy 


CAPSULES 


provide an advancement in the treatment of 

NEURITIS • NEURALGIAS • MYALGIAS 


FRANCO-IN 01 AN 
PHARMACEUTICALS PVT LTO 

M.IM. i MOSES HOAD BOMMV «M0t1 


PACKING 

Vial of 24 capsules 
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depeaiqaC 



• Prompt control of symptoms and infection 


* in“: tmcf 

* of bacterial 

* SnL" 

* Economical 

Write to Post Bag 4977, Bangalofe.560 049 
for detailed literature 


SMITH KLINE SfRENCH 


•Bcgd, Trade Mark OP . PA 18 Ind 
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National Health Planning and Medical Education 

(An Exercise In Futility) 

A. K. N. SINIIA 

I*resiileiil, {'.nmiuunweiillli Me<lival Assoclniion, Pnat President, Indian 
Medical Associalion and ('.ledrtitan, Medical Education and N^dioiud Plans 
Sltnulituj ('.unimitlee of the Indian Medical Association 

I'atiui 


Whcni'viT oDi* lalks of planniDg one liiit; lo 
take into eonsideralion two things—(a) tlie 
available resoiireos ami (b) the need of the 
|)eo[>le i'or wboni the planning' is being done. 
I’his was the prime eousideratiou when metlical 
ednealionists and olbers I'.ul their heads logelJier 
and brougiit forth two voluminous reports, 
which we all know as reports subinilted by Ihe 
Bhore Commit tee in lt)16 and later on by llie 
Miidaliar Committee in lUGl. In addilion to these 
committees, various other reports on ‘Health 
Care’ and ‘Medii’al Education’ have apjieared 
(sucdi as, the Jain Committee Bcporl, the 
Mukherjee Committee Report, etc.) on an all- 
India basis and many States have also had 
reports prepared by various committees appoint¬ 
ed bv them, e.g., llie Das Committee and Ihe 
Mukherjee Committee reports in Bihar and the 
Basu Committee report in Bengal. Those who 
constituted these committees must be feiding 
very disheartened at the fate of their recom¬ 
mendations w'liich have almost always lieeii 
flouted by politicians in power. They must al.so 
be wondering on seeing the fate of their reports 
whether the tremendous labour that they ]>iil in 
for submitting the reports w'as worthwhih'. 

It may be surprising that even today, i.e., 31 
years after Independence we do not have a 
National Health I^olicy. Tliose who were respon¬ 
sible for these reports must have kept in mind 
that the country needs modern health care and 
therefore needed medical practitioners jiradi.s- 
ing modern scientific system of medicine. The 
doctor-population ratio as visualisi'd by the 
Shore Committee and subsequently by the 


Mudaliar Committee must have been calcula 
on tile basis of llie existing population of c 
country and the available medical manpower 
which tliey mii.st Jiave meant qualified medi 
praetitioniTS pruc.tisiug modern scientific s, 
lem of medicine. Evi-n [loliticians, wdio spoke 
Ihe jiast from various plalforms and iu varic 
distingiii.shed parliameiilary inslituliuns of < 
counlry, must have meant the same thi. 
However, the Covernment, since Indcpendei 
have never spelli'd out that the country ne< 
doctors practising modern seientifle system 
medicine only. The politicians also liave alwr 
spoken and are still speaking in the vein tl 
various other systems of medicine have be 
neglect(‘d in our country and that they have 
he encouraged lo grow. The Indian Modi 
Association lias never opposed this but il I 
always strived hard lo know from the Govei 
ment as to what tyi>e of health care they 
want the jicoplc of this country lo have. 

Al llie end of the last b'ive-’^’ear Plan 1 
doctor-])u]ntiatioii ralio (i.e., qualified nu'ili 
procUtioners and population ralio) was I ] 
4378. However, in addition to 1,37,(100 qualif 
meilieal practitioners practising modern sciei 
lie sysleiii of medicine (out of which nea 
18,000 were abroad on account of the so-ea! 
“brain drain” and if this number is delel 
from the one given above, the doctor-fiojmlali 
ratio will be I : riOTJ) there were about 3.,')0,0 
registered practitioners of the ayurvecl 
homoeopathic, unaiii and suddha systems 
meilieine and 48,000 practitioners jiraclising t 
so-called integrated system of medicine. If 
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a Commiltco in ronsullalion willi Ihe national 
nu'iliral organisation of tho qualiAorl medical 
praelilionoi's in this r.oiiniry to snfjf^e.st ways and 
means of lirinf»inp back these do<dors from 
abroad and the Committee should be asked to 
.submit its report in six months time. The (iov- 
ernmenl on their i>art should undertake to 
abide by the reroimnendatioiis of this Com¬ 
mittee. This will in a way inerease tlie avail- 
alvlo medical manpower in our eonnlrv if Ave are 
able to Itriiif’ back even .'iO per eeni of the 
Indian doctors who are abroad. The Govern¬ 
ment may feel that Such a step is not desirable 
since these doedors who are abroad are hel))!!!^ 
us in yelling' .sonu* foreign exrhaiifie but 1 am 
.sure that Aery so*»n they are qoinR to be disillu¬ 
sioned. Most of lh(' countries where our doctors 
are Koiiu^ these days shall close tlu'ir doors 
within the next .^) to 10 years and then what Avill 
happen to the surplus doctors that Ave are pro- 
duciiif,' in our coiinlry ? Already emigration of 
Indian doctors to the CK. USA. Canada and 
Australia has been curtailed. Tin* UiAiled King¬ 
dom itself Avill be having the problem of un¬ 
employment amongst ils own doctors AAifhin 
next 2.1 years. Similar is the probUmi Avith USA. 
Canada and Australia. The African countries, 
where* some of our medical graduates go, shall 
be having their OAvn men and So these doctors 
AA'bo are going there on contract serA'ice shall 
be throAA’n out. I AA’onder Avhether the Govern¬ 
ment or our OAvn natiemal medical organisation 
lias the time to think about these problems. 

As I have stated earlier, at all times during 
the post Indeiiendence years whenever theie 
Avere talks, discussions or planning about the 
health care in this country, these proceeded 
from the. assumiition that this country needed 
modern scientific health care and doctors prac¬ 
tising modern scientific system of medicine to 
serve not ohIa’ ils urban but also the rural 
population. Even the jioliticiaiis believi'd in 
this.-and I dare sav, they slill do so. They inav 
gi\e Sermons about other systems of medicine 
but Avhenever they get sick they rush to the 
nearliA* med'cal institute or medical college hos¬ 
pital for their oaa'ii treatmenl. What tbev sav 
and yiractise is totally different and not only 
the members of the medical yirofession but also 
the neople of this countiw have to forgive them 
for this contradictory behaviours. In our zeal to 
produce onlv qualified doctors practising modern 
scientific system of miflicines more medical 
collegi's Avere opened one after another since 

Independence. The recommendations of the 
Medical Council of India have been violated bv 
.«5tate Governments and shall I sav even by the 
Union Government. THe result of all these has 


been that majority of our medical colleges are 
ill-equipped, understaffed and very very hapha¬ 
zard and ill-planned. The numl)er of admission 
in medical colleges I know and most of us are 
aAA'are too Avas arbitrarily increased to even 200 
or 2.'}0 ])er year Avhile Ihe college did not have 
stall', ecpiipment or spaeo even for 100 ad¬ 
missions ])(*]• year. The systems of reservation 
of seals on aceount of various criteria is avoII- 
knoAA'n to every one in this profession. We all 
know that near 2i5 to 40 per cent seats in medi¬ 
cal colleges are reserved for eerlain studeiils 
and most of them hardly fulfil the hare mini¬ 
mum r(*quir('iuenl of 40 j)er cent marks for 
admission in medical colleges. It is very easy lo 
visualise that at least .K) to 40 per cent ad 
missions in all the medical colleges are suh- 
st.'iudard. On aeeouiit of all these fael(*rs we all 
have lo admit that there has heen a sharp 'dec¬ 
line in till- standard of medical I'ducaiion in our 
country. The meinhers of tin* iiu*dica1 profc.ssion 
or even Hit* people of our couniry cannot he 
blamed for that. U is our faulty he.aUb planning 
and the jinlitiral approarb lo medical <*diica- 
lion and health planning for which only the 
lioliticians and some of our oAvn eolleagiies. Avho 
have heen advisers to these yiolilicians. art* res- 
I>oiisihlt*. 

It will he clt*ar from Avhal 1 ha\c staled in all 
the.se jiagcs that 1 have prescnled some facts 
only, Avliich arc knoAvn lo ju aclicallv lo all of ns 
but about AAliifb aa'c do not open our moutb. 
The linn* has noAv ctiinc for all of us to reilorale 
our faith in modern .scientific system of medi¬ 
cine and to l)<*Iieve that people in this country 
Avhelher they belong to rural or urhan areas 
desei'A'e motloni health rare and not the lii alth 
care of Ihe ‘liullock cart age’. Wt* havi* lo pul 
these facts before the peoyile of our rountry. The 
Indian Atcdieal Association, the national m(*di- 
cal organislion of Ihe medicijl profession in our 
country, has produced various lengthy r(*i>orls 
on rural health rare, medical eduralion and 
National llcallh Planning. It Avill he shocking 
hilt it is a fact that no Government has ever 
holher<*fl to look into those recommendations 
and Avhy sliould they do it w*hen they have not 
ev(*n holliered to go into the recommendations 
of various committees appointed by them over 
wliich they spent lakhs and lakhs of rupees 
from the public exchequers. The Indian Medi¬ 
cal Association and the people of our country 
should insist uj)on the GoA*ernment to take 
some of the steps that I am mentioning below 
if they are at all serious about the National 
Health Planning, medical education and rural 
health care. 

U We all say that most of the qualifled 
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medical practitioners arc practising in urban 
areas but has anyone ever bothered to conduct 
a medical manpower survey ? It is beyond the 
resources of the Indian Medical Asso(uation but 
our Government and the Planning Commission 
(which possibly have no idea about this prob¬ 
lem) can conduct such a survey. Such a survey 
can be conducted in not more than six months 
and it will be most revealing. My contention is 
that at least 40 per cent of the available medi¬ 
cal manpower (praclilioners practising modern 
scientific system of medicine) are already work¬ 
ing in the rural areas. The (iovernment of 
West Bengal conducted such a survey in 1900 
and they were also of the same view. Unless 
we have a proper idea about the available 
medical maniiower and their distribution in our 
(country, no healih ]>lanning can succeed. It will 
be revealing also to find out what pereentage 
of the jiraelilioners of olher sysleins of medi 
cine are jiraetising in rural areas. 

2. We must also insist that the Central (iov- 
ernmenl as well as ttie Stale Governments must 
spend at least 19 per cent of its budgetary ex- 
jiendilure on lieallii. I'ldess HkiI is done we 
eannot have a National Health Planning for llie 
poor people of our eountry beeause the amount 
allocated in various health budgets is spent 
mosliy on estahlishinenis and on ealering to the 
needs of the privileged classes in our soeietv 
and very lit tie is left for healih ]jlanning and 
planning as such for improving Ihc Slandard of 
medical education in our country. 

3. The jirohlem of rural health care, or for 
that matter any healih rare, in our country 
cannot he Solved unless the Govornmonl and 
the Indian Medical ,\ssociation (which has al¬ 
ready aeee]>led il) agree lhal our ultimate aim 
is Nationalisation of Health Services afbr 
which not only the urban hut the rural popula¬ 
tion of our couiiliy shall get modern health 
cave. 

4. No new ineilical college should he estab¬ 
lished in our eountry and the existing ones must 
be proj)erly staffed and equipped as recommend¬ 
ed by the Medical Council of India, Tlie Medical 
Council of India should not lie subjected to 
political control in any way and its recomtnen- 
dations must be implemented by Stale Govern¬ 
ments as well as the Central Government. 

5. A poor country like ours cannot afford to 
have an ideal doetor-populafion ratio as is pre¬ 
valent in advanced countries hut I shall be 
happy to have a doctor-population ratio of 
1:4000 in our country on account of tlie poverty 
and lack of development in other sectors of our 
economy. 


6. The Government should immediately take 
steps to have an adequate number of qualified 
nurses, pharmacists, compounders, 'dontists and 
other paramedical workers as reiommended 
by the Bhore and Mudalisir Commillees. The 
delivery of healih care retpiires a team-work 
and a qualified doctor cannot work alone in 
isolation. 'I'he Indian Medical Association should 
mobilise ])uhlic opinion and also enlist the 
suj»porl of nurses, dentists and olliers so that 
the Goveriuiieiil can take steps to improve the 
mimhcr and the working (‘(tmlilions of dentists, 
nurses, pliarmacists atid other i)ara-medical 
workers. 

7. Heallli assistants or ‘Gram .Swaslhya 
Rakshaks’ c.'iu be deployed and should be 
deployed only for beallb education ami sanita¬ 
tion work in our country. 'I'licy sliould forward 
all sick palienis to beallb subcenlre.s and the 
Govenimenf sliould organise mobile healih rare 
units. TIu'Se beallb assistants must not be allow¬ 
ed to treat palienis. If the Government does not 
think that praititioners practising our modern 
scientific system of medicine will h(‘ axailablc 
to treat these jialients they can very well ulilise 
the services of registered ayurveilie. hoinoeo- 
pathie and so many other ‘pathic’ praelilioiiers 
for tackling these |)rohlems. 

8. The Indian Mediial Association prepared 
a National Healih Seheme. l! should he examin¬ 
ed by the Go\'ernnient and we slmuld he willing 
lo make some changes in it if Uie Government 
considers it neee.ssary. 

I know lhal sonic people will not agree with 
what I have said here. But anyone having a 
con.science shall have to agree lhal we cannot 
tdan anvihing unless avc know whal we want. 
Uel the Government slate, and the Indian Medi¬ 
cal Association should insist on if. what the 
GoverninenI wauls. If il wants a modern health 
care, the national medical organis.ation of our 
eountry should aeeepl the challenge and we can 
prepare' a plan whendiy Ihe seiA ices of qualified 
medical praclilioners ran he made available lo 
people oven in the remotest areas of our coun¬ 
try provided it wants them tei have modern 
health care. 1 most humhiy suliiuil that it will 
be wasting our lime. euiTgy and monev in Irving 
to ])ut forward our plan, produce papers, doeu- 
ments and other materials if the (IO^'<■l•nment 
does not have time lo go through them. Unless 
the Governmcjit does that or Ihe people of our 
country force it to do that T must I'onrlude that 
lo plan about nalinnal health care, rural health 
care and medical education in our country is 
an exercise in futility ? 



The Clouds that Hang on the Horizon of National Health 

J. MAJUMDAR 

Past President, Indian Medical Association 
Calcutta 


With the ushering in nf the Janata Govern¬ 
ment at the Centre and tile ehanffe in the poli¬ 
tical climate linuisiht aluml by (he restoration 
ot •deniociatic rifilits. the members of the medi¬ 
cal prol‘es^io^ ail o\er the country expecb'd that 
thiiif^.s will also cliaiif’e in llie sphere of health 
iidminislralion and health care service in the 
country. 'I'hen' was a ray of hope in the first 
policy statement made by the linion Health 
Minister. Shri Raj Naiain in May, 1b77. when 
he fraiikli admilhal the reality of the health 
Scene in the follow iiif,' words; “one of the un¬ 
fortunate distortion in the In'diaii scene today 
is that health has not rc<-eived the importance 
it deserv«'.s. Wv hav<> spent crores of rupees on 
huildinK steel plant, heaw machine factories, 
atomic reactors and thinj,'s like that. Rut 1 feel 
Stroiiftly that investim'ul in hi'allh and in educa¬ 
tion has been (■(trrcspomliiif'ly very low’’. Shri 
Raj Narain declared m course of the statement 
that he wouhl try to ]>ursuad(* his “colleiif,'ues 
both al the'Centre aiid in the Stales to earmark 
greater linaneial allocation for health jirofiratn- 
mes and, on the other, try to see that these 
proHraninu'S are imph'inenled <’ll‘celively in the 
interest «)f the jicitple. particularly those who 
live In villa^'cs and I hose who belong; to the 
weaker sections of the .socii'ty”. 

Tlierc were diirindlies, no doubt, for the new 
CiovernnTcnt to fulfil this pledRc by according a 
higher priority to health in the interim budget. 
But to their sorrow and surprise the members 
of the profession noted that there was no subs¬ 
tantial increase in the allocation on health in the 
last budget and a meagre 2.5 per cent of the 
total outlay continued to be the share of alloca¬ 
tion on bealih as in the previous Fiv('-Year Plan 
periods, With this poor allocation of the national 
revenue on a vital subject like health and familv 
welfare, it is quite ob\ious to all that the laud¬ 
able objective of niaking health care avail.able to 
the rural and backward areas cannot be 
attained. 

In the same policy statement the Union Health 
Ministt'r outlined a scheme for strengthening 
health care services in the rural areas. Giving 
his own reason as to why in spile of n vast net¬ 
work comprising .5.100 PHCs and more than 
37,000 subeentres, all in the villages, the health 
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of the rural population eontinued to be as before, 
Shri Raj Narain concluded that it was due to 
the inadequacy of people’s participation in the 
health care ju-ograinme. 'I’o ensure this partiei- 
pation as idso to reach minimum health care to 
the rural peojde he proposed the Community 
Ih'alfh Workers Scheme under which ttie work¬ 
ers selected by the rural community having 
read u|» to at least VI (sixlh) standard wore to 
be given three months’ training in measunts for 
maintaining good health and hygiene. Irealineiit 
of common infectious diseases, maternity and 
child care, treatment of common ailments and 
first-aid, etc. .At the end of their training these 
village workers were to be awarded a cerlilicale 
and receixe supply of a kit consisting of com¬ 
mon remedies both from the modern and tradi¬ 
tional systems of medicine. According to Shri 
Raj Narain these community health workers 
amf trained dais working under the guidance of 
2 multijnirpose health workers xxould serve a 
population of ,5.000, the target to be achieved 
by 1984-85. These proposals which were <‘on- 
cretely placed at the Conference of Slate Health 
Ministers and Health Secretaries in New Delhi 
in April 1977 in the draft National Plan for 
Health Care Services in the Rural .Areas could 
not be endorsed by the IMA because of funda¬ 
mental dilTerenccs in the approach to the basic 
problems underlying the rural health care. 

On behalf of the IMA Dr. D. S. Mehra, Hony. 
General Secretary, addressed a memorandum to 
the Union Health Minister on May 27, 1977 in 
which he sought to draw the attention of the 
Union Health Minister to the vital matters which 
had been agitating the minds of members of the 
medical profession for a long time. It was point¬ 
ed out first of all that a large number of doctors 
had sulTered demotions, transfers, or dismissal 
from service on personal or political vendetta. 
In many cases victimisation was jiiSt due to non- 
fulfilment of family planning targets, difference 
of views with the administrators, refusal to join 
the National Forum of Doctors, etc. The memo¬ 
randum stressed the need for improving the 
Service conditions of doctors of all categories, 
appointment of a National Wage Board for 
doctors for bringing about a uniformity in the 
pay-scales for doctors all over the country. The 
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memorandum -point&d out a dangerous trend in 
a number of States towards giving the unquali¬ 
fied practitioners legal sanction to practise 
modern scientific medicine and enlisting even 
practitioners of indigenous systems in the same 
Register as that maintained for the modern 
scientific system. The memoradum questioned 
the wisdom of im|K)Sing fresh restrictions on 
nursing homes and clinical establishinenls 
through the enactment of ordinances or new 
laws when the existing civic laws already had 
their jurisdiction over these institutions. Re¬ 
garding the Community Health Workers Seluane 
it was made absolutely clear in the memoran¬ 
dum that IMA should have no objection if tiie-se 
workers were trained only to do such diili(‘S as 
healtli education, look after sanitation and first- 
aid, or lielp in preventive woi*k thereby assist¬ 
ing medical oificers. IMA opposed the idea of 
training them for undertaking treatment of 
common ailment^, bolli in modern scientific and 
the traditional system. IMA’s iundamental 
ililTerence with Government's stand on this 
i.ssiK', it was ])oinled in the memorandum, was 
the supiiosition by the Government that the 
village people did not require the. same elfeclive 
and ellicieni meviical care as available to tiie 
urban populalioii. .Another important point of 
dillciencc was that while the Government took 
it for granted that doctors were not going lo tlio 
villages an overall survey would show that al¬ 
most all the PllCs were manned and a large 
number ol qualified practitioners were inaclis- 
ing in the villages under diificult circumstances 
because ol' Ihe poverty of the villagers tluan- 
selves. Government could certainly look into 
the reasons lor the rcluclance of doctors in 
service to ser\ e in Ihe villages and take necessary 
steps lo rernov' the same, but the remedy wa^ 
not to impose quacks on the poor villagers. 

Th(' other important feature of the national 
health policy of the previous (ioverninent, in 
re.spect of which IMA had reasons to feel that 
its considered views and its outslrchdied hands 
of co-operation were ignored by the Govern¬ 
ment, was Family Planning. The IMA appreciat¬ 
ed the Januin Government's declaration that 
population control without compulson •will con¬ 
tinue to he a major programme of this Govern¬ 
ment. But it was disappointed to note that the 
Government did not attach due importance to 
the invoh’ement of private medical practitioners 
which the IMA has been urging the Government 
to do all these years, in the interest of success 
of the Family Welfare Programme itself. The 
reason for IMA’s disappointment is all the 
more because while Branches of IMA in differ¬ 


ent States started working out the Family 
Planning Programme ou Ihe basis of financial 
arrangement entered during the laller part of 
197(j with llie Government of India, Ministry of 
lleallli and Family Planning, soon these acti¬ 
vities were stm;k up, as due to the bureaucratic 
red-tape, it failed lo s<!cure release ol the pro- 
misetl grants in time. IMA’s sad exi>ei'ieiice was 
that no amount of correspondence or personal 
interviews by liie IMA leaders liclpcd them lo 
obtain the desired relief. 

Anollier vilal issue on which IM.A expected 
this Government to act promptly is the inclu¬ 
sion of Health in its entirely and not merely 
the '‘po|)ulalion coiilrol and laniily planning” 
aspect in the (Concurrent List. 

IMA as lb(‘ iialioiial urganisulion of qualified 
medical men of Uic country witii a glorious 
tradition of j)arliiolisin ami service lo the 
pcuj)le has long been detnunding lhal inslead 
of a |)ioce-nu’al approacli the Government shouM 
formulaic a coiiiprelu'usiw iieallh care policy 
laying down clearly liow it proposes lo deliver 
seienlific lieallli eare and medical aid to all 
scclions of llic people and to all corners of the 
c«uinlry. 'ihe prere([uisite for lornuilating such 
a jKiliey is to ha\e a proper survey ol Ihe quali- 
lied medical maupower in Ibc country, the 
aclual iieallJi needs ol llie uncovered or inade¬ 
quately covered area* and wbellier any discri¬ 
mination should be pcriniltcd in Ibe jiatlcrn of 
licultb care service* exlended lo llie urban and 
the rural populalioii and also whether the role 
of the eommuiiity or imillipnrpose health 
workers should lie extended heyoiul Ihc cater¬ 
ing of prevenlive care and Spread of health 
education among the rural people. In short, 
Ihe Govermnenl slioiild spell out its entire 
health policy in dear Icrins kecjiing in view the 
linaiieial resources, developiueiilal priorities and 
potential slreiiglli ol the qualified medical and 
para-niedical manpower in the country and 
availability of oilier inputs including drugs and 
equipment. Already much valuable time has 
b<-eu wasted on running afler unworkable 
Schemes and quite a si/eabU' (lortion of the 
national revenue lias been consumed on pro- 
jecls from vvliicli the nation is unlikely lo bene¬ 
fit because these were not sam lionod by the 
scrutiny of competent experts, wlio know the 
real condilions of Ihe jieople and tiicir liv'cs. It 
is high time that the Union Heallli Ministry 
takes the entire medical jirofossion inlo confi¬ 
dence by spelling out what it wants to do for 
the promotion of henlih of the people during 
the next several years and to whom it wants to 
entrust the health care of the people. 



Some Points for Consideration in Framing a 
National Health Policy 

VIJAY KL’MAU and P. N. CIIIIUTTANI 
PosUjTaflmtie lustiUite of Medical Education and Research 

Chandigarh 


Since Ihe [)ublicatioiis of Ihe liliore Committee 
Report (1010) tliere have been Several major 
programmes to provitie lieallh services to the 
rural po])iilalioii and urban shun areas. Periodic 
reassessrnenl was made willi irnporlanl conlri- 
butions coining from Mudaliar Committee 
(lOCli), Kurlar Singh Committee (1072) and 
Srivaslava Committee (107ii). Important addi¬ 
tions to the existing programmes included estab¬ 
lishment of Primary Health Centre and Sub¬ 
centre since lOaS, involvemenl of auxiliaries in 
primary health care, the concciil of multipur¬ 
pose health workers and recently the introduc¬ 
tion of village-based jiart-lime health workers 
to strtuigllien the health services at the grass- 
root levels. 

The basic unit of health infrastructure in rural 
areas in India consists of Primary llcaltli Cen¬ 
tre and the Subcentre to provide integrated 
primary health care. Presi'iUly there are more 
than r»0t)n PllCs and ;i8,t)00 subc.entres m 
Imlia. In general there are 8-10 subcentres for 
each Pile pnniding lu'alth care to 10,000 popu¬ 
lation. Kac.ii Pile is manned by 40-00 health 
professionals and [lara-prol'essionals so that one 
inullipurjiose health worker is available for 
each 10.000 jieople. Rccenlly, the Government 
has introduced the part-liim* comiminily health 
workers find dais to serve 1,000 people each in 
their vil]ag<< with a view to strengthen the 
health services thme. Ry the end of 1978 it is 
expected that more than 70,000 CIIWs will be 
trained. In addition there are estimated to be 
400.000 registered medical practitioners in India 
providing health services (mainly of curative 
nature) on private basis. In general the State 
health expense is no more than Rs. It)/- per 
person per year aiul bulk of this is on stalT and 
maintenance with less than Re. lA per year for 
drugs. (Some devolping countries of the world 
are spending similar amounts for health care 
but with much better results than attained by 
India). The efforts have been sporadic and 
though target oriented they have met with 
very little success. For instance, there have 
been sporadic attemjvts at eradicating malaria, 
control of tnuhoma, conversion of health work¬ 


ers from unipurpo.se to multipurpose health 
workers, besides the launching of the family 
planning programme, the tuberculo.sis control 
programme and recently the training of coin- 
luunity health workers. I’his has meant huge 
ex]>ense and little or no impact. There has never 
been a continued commitini'iit to any program¬ 
me nor any laying dovvm of priorities, which 
have to be done when resources are, limited. 
Suiijilies, siijiportive suiH-rvision and back up by 
the health stall are grossly iiiade.cpiate. Thus 
the limiting factors in existing health care Ser¬ 
vices are not lack of manpower or inudecpiacy 
ol resources. The problems are related to lack 
of adeiiuate injuils which are essential lor the 
functioning of health stall in the liehl situation. 

Structurally the health care deliviuy system 
in Imlia is similar to the Chiiiesi' system. There 
are several other programmes in India as well 
as abroad vv'here success in the primary care 
has been achieved through tleployment of auxi¬ 
liaries. The factors contributing to this success 
include : 

1. Specilicalioti of priority heullh problems 
for action. 

2. .\de(|uatc .supplies far more than what is 
available from the Stale. 

3. Dedu'ated support and supervision. 

In China and many other communist coun¬ 
tries, success is related to single party system 
leading to specifically directed jiolitical will to 
implement health programmes through a struc- 
luretl approach which is passed on clfectivcly 
through mass media and other channels up to 
the fiunily level for implementation. For the 
country as a whole the two major deficiencies 
Seem to be : (1) lack of political will in imple¬ 
menting clearly spelt-out health policy and 
(2) very poor implementation at the grass-root 
level as the Panchayat administration is very 
weak and insecure. 

The following suggestions may be considered 
to meet these deficiencies; 

1. Retaining the structural components of the 
rccommendhtion. of Srivastava CoipmUtei^ Re- 
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port for implementation and stopping attempts 
at any further structuring. The responsibility to 
be entrusted to health committees or com- 
missions, if any, should be to review what has 
been implemented rather than change the basic 
structure. 

2. Total backing to come from the Govern¬ 
ment—Central as well as Slate—in the imple¬ 
mentation of the National Health Policy and 
attempt to be made to obtain a concensus on the 
policy from all quarters. 

3. Delegation of greater power to the village 
level administration/committces so as to make 
health workers at the grass-root level account¬ 
able to them in an attempt to increase meaning¬ 
ful involvement of the village community at 
that level. 

4. Deciding about y>riorities which should 
relate to impttrlant areas such as control of 
communicahle diseases, checking of population 
growth and reduction of infant and maternal 
mortality, 

.'i. Deployment of appropriate resources to 
deal with the priority jiroblerns (“ITectively. 

(). .'Vssigning of specific areas of responsibility 
to medical colleges with clear specification of 
objectives, viz., to devise simple, cheaii and 
practicable methods for dealing with the com¬ 
mon life-threatening or disabling health prob¬ 
lems ; to 'devise elfective training and eialualion 
programmes for non-professionals, jiara pro¬ 
fessionals and [irofessionals ; to develop ade- 
(juate field jiractice areas to make the abov«* 
training feasible ; lo provide functional hack-iqi 
services to strengthen services at all levels ; to 
undertake resean-h with emyihasis on oper.'- 
tional aspects. 

7. Phased implementation of the i»rogramnie 
of action suggested by Srivaslava Committee 
combiniwl with ongoing and comprehensive 
evaluation of the programme so that ineffective 
components may be phased out amt strength 
provided for viable programmes. 

8 . Evolving a programme of continuing edu¬ 
cation (to include health education and treat¬ 
ment of illnesses) for all categories of health 
workers and evolving health education materials 
for application by the families through effec¬ 
tive use of mass media. 

9. Recognition of the potential of registered 
practitioners of medicine and general practi¬ 
tioners and their possible contribution in solv¬ 
ing the health problems of the country ; involving 


GPs and RMPs in an ongoing continuing medi¬ 
cal education programme, the attendance at 
which sessions should help thein in earning 
credits lo keep up the licence to practise medi¬ 
cine. The aims of continuing education for GPs 
and RMPs should be to involve them in the 
priority national health programme and in im¬ 
proving their clinical skills to ensure better 
management of diseases. 

10. Evolving clear-cut policy to provide back¬ 
up referral services which should attempt to 
tie up the health services in the villages to 
that available in teaching institutions and 
hospitals, 

11. Initiating postgraduate degree and 
diploma courses in important areas like 
fa) family practice, (b) general practice, 
(c) health udministratioii, fd) nutrition and 
(e) maternal and child health so a.s to increase 
the expertise in llu'se areas in making teachers 
and researchers, availalite for strengthening of 
undergraduate and iiilernsliip training program¬ 
mes at the medical college level. 

12. The programmes should not make people 
and poyiLilation groups dejicndent. Ttiey should 
ideally be meant In strenglhi'ii the ‘self he.Ip' 
concept bas(*d on the fell neerl.s of the pi'ople. 
The concept of aid must lie understoml in its 
real perspective. .\id should help improve 
knowledge, tide over a situation of cri.sis or 
impart strength lo a progranune so as to make 
it viable and self-Suslaiiiing. .\id of course wdll 
h(‘ iiec«‘Ssary lo tide over crisis in the deprived 
seetioiis of the populalion lo prevent catas- 
Iroplies. This bring.s in Ihc important coneepi 
of coinruunity respoiisibiiily and parlicipation 
whicJi implies that each individual is basically 
responsible for the upkeep of oyilimiim health. 
The .Stall' should jiisi help him to reach that 
goal. 

I.'t. Clear dermition of population control 
policy, social change and education lo make 
family jilanning a people's movement. The 
cheeking of poynilation growlli must he spelt 
out as a national priority willi euu h ritizen of Ihe 
country responsible for Us implementation. The 
requisite arrangements for its implimentation 
should he made. 

14. Development of allied di.seiplines which 
would attempt to tackle the health problems on 
a broader jierspcclive. that is lo say. including 
the a.spccis of wafer cleanliness, ciiviroiiinental 
sanitation, increase of food production, housing, 
wlucation. etc. 
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A National Health Policy 

(;. i‘. 1)1 ITT \ 

Assnriote /vV/i7or, Joiinial of the liidion MedirnI Assorinlian 

ChIcuIIu 


In India food, I'dnration, (!rn|)loyinent and 
other essential necessities of life have nol yet 
been assured by the flovernmenl. In such a 
socio-economic Scl-up it will be vc-ry dill'icult to 
implement a comprehensive ht'allh plan unless 
the total socio-economic structure of the coun¬ 
try is changed. 

However, IMA is presenting the principles lo 
formulate a National Health Policy and a com¬ 
prehensive health i)lan which is thought to he 
rational and practical and is t*xp<'eted to serve 
the people best under the existing circums¬ 
tances. 

PRINCIPLES; 

1. To declare that health car*' of c\'erv inch 
vidual is a fiindaniental right to be incorporateci 
in the Constitution. 

2. To recognise the link lietween health ser¬ 
vice; and increasc'd production. So long the hc'alth 
budget has been regarded as consumption 
rather than investment- -an end rather than 
means cd' develojiment. This has to be rev«*rsc‘d. 
Health has to be considered as the means to 
maximising production and as an integral part 
of total national development. 

.T To integrate health plan and programme- 
with national planning for economic develop¬ 
ment and to make ‘work’ the principal aim of 
health..to c-nsurc‘ industrial and agricultural 
production. The guideline* is as follow'S : to jno- 
rewl from jirodin tion. lo co-ordinate closelv with 
production and to .sc'rve (iroduction. 

•1. To mvolxc every stratum of the peo|>lc in 
the movement lor health con.sciousimss and in 
the deliverv ol health can* not only from a 
humanitarian outlook but from the viewpoint of 
a practical need lor survival, i.c.. to imprl-s^, 
upon c'very stratum that lo protect health of the 
labourers and raise the attendance role and 
labour elficiency of the* laboureis is to lender 
the most ellVc’tixe aid to agri<*u1tLira1 and indus 
trial production. 

fi. To percolale this idea at all h*vels and to 
develop a health movement among the peo]di* 
organising their active participation in il(*ter 
iiiydflg the type and quality of (lositive health 
ctiTe as wc*ll as the immediate relief of their 
felt n(*eds. To organise and work at grass-root 


lev<*l lo find out the* condition of w'ater supply, 
housing condition, nutritional status of the 
p(*ople, and to study ecology of tin* diseases and 
th(*ir resp(*ctiv«* treatment. 

('). 'I’o (*nlrust and invohe the medical pro¬ 
fession along with tin* people in evaluating the 
available* health care and suggesting practical 
measures for its improvement. 

Medical profession as a whoh* should accept 
it.s obligation towards the society, devote its 
sei(*!itilic exjiertise to (h*vice nicdicai can* lo suit 
the pi(*vailing eoiulitions in rural ami urban 
areas. Medical education should also la* recast 
ami reorgani^ed lo suit ami ser\e the need of om 
eountrviueii. 

7. There is one existing slrmiiiie ol tlie 
health l are in oiir eoimtry iinder tJie Itepaiimenl 
of ll(*allh. 

Tli(*re are other governineiital and qiiasi- 
goveriniienlal organisations, viz., Kailway Medi 
eal Ser\iee. I'T-SKl. Port i'rusi Me'diea! .Service 
and Duck I.ahoiir Board .Scr\icc. There arc ahai 
hos]>ilal'. and im*dical ser\ices run hy liig mdns 
trial concern*-, corporalioii.s ami mmii(*i|iahtic.<- 
iii liig citic-- and towns, hy nianagements of 
plaulalioiis and coal mines ami also 1)> various 
religious ami henevoh*nl social orgaiiisa lions. 
■M present there is no co-ordination ami eo- 
operaliiiii hetwt eii Ilii'Se organisations. It is 
essential lli.il these isolat(*d jiidep<*mle.til organi¬ 
sations are eo or.'linat(*d and dc*veloped according 
to the met! of the .society and not in r.oiisidera- 
tion of the power. resouiTefiilness, demand and 
various other pulls of the organisers. 

«. The pr<*senl health care service is intended 
mainly lo eater lo the fell iieeils and curative 
aspects of health. 'I'his service is instiliilion 
ba.sed, i.e,. served mainly liv sialic unils. It is 
worth noting that about .'>(> per eeni of the 
health budget goes for eoiislriietioii and maiu- 
leiuuiee of buildings alone. 

These stalie units can not serve the iieople 
lii'canse of u| poor communication facilities ; 
hi non availahility of iliagiioslie and treatmenl 
faeililies in inosl of lln* rural and evim the urban 
hospitals ; e) [laiieity of drug siipjdy. 

0. The hasie objectives of the health policy 
should be to : 

A) Apprise the people regarding the real con¬ 
dition of health rare .systems as it exists to'day 
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and oonftdin^' iii them about the oonstraiiits and 
thp capaliility of tin* (iovcrnmoni, how far 
they ciin servo the. community ; 

B) To in\oivo the people in the lieulth cure 
movement, i.c.. health education and proper 
utilisation of Ihc existin{» resources ; 

C) Inle^ralin^ In'iilth care with industrial and 
agricultural development. This will include inte¬ 
gration with Ihc departments of Education. Irri¬ 
gation, Agriculture, PWD and other relevant 
deparliiumt''. TIjis is csstMilial tor po.silnc lieallli 
i-are : 

D) I'or the curaliw |iarl ol the health cart- tlv 
hasi(; ohjects should be : 

il To provide medical hc-lp within easy reach 
ol the peopli' ; ii) to promote domiciliary treat 
ment ; iii) to screen, tiiagnose and Inal as many 
diseasc.s as possible at the iierijihery and select 
siiilahle i .'i.ses for inslitutional trealnieiit rediic 
mg thereby the unnecessary load on hospital. 

The ])lan Inn to he phased out keeping the 
realitii's ol the rural eonditioirs in view. 

In the r.oiniiiunilv Development Block oiu* 
pci'ipher.'il lioS])ilaI iiaving 100 hcits and the 
di'partnicnt.s .siicli as the medical including 
Ircalnicnl ol infections diseases, surgical includ¬ 
ing Iraunnilie siii’g(>r\ . gMiaecology and ohslclrics 
including lainily |iUiiining and I've, ENT and 
paediatrics has to lie esiahli.shcd with 4 inoliilc 
medical niiits Inning In visit each oi S zones 
iti-wcckly to sinrl with. It may he on alternate 
days So that one ol the units docs not have to go 
Old two da\s a week exeiiiding Sundays. 

The.se mobile units will he heljicd and siih.se- 
iliicnlly converted into llu' eonnecting link with 
the family iloclors. These family doctors must 
be pio\ ided with a small dispensary and 
rcipiisilc medicines by the (in\eriiment and given 
all help and guidance* by the peripheral hospi- 
tals/mobile iinils. The family iihysicians should 
receive an allowance per patient and a.ssurod of 
a miniuiiim income of at least Rs. .000/'- j'cr 
month. 

It has been cstimalcd Unit onl\ .‘$;i per cent of 
the population (according to West Bengal .Sur¬ 
vey, 1069-70) sijccially in rural areas have access 
to modern medical care. Even when all the 
health centres are established and manned by 
qualified doctors there would still be no provi¬ 
sion for domiciliary service equivalent to family 
physician’s care. 

Now people have to attend the nearest health 
centre or hospital for all illnesses, minor or 
major, involving travel of long di.staiices w’ith 
poor transport facilities in the villages. It is 
generally agreed that a large numher of com¬ 
mon ailments, can be cITcctively taken care 


of W’llhout hu.spital facilities. Even some acute 
illness of short duration or of .self-limiting 
nature ran be treated at home with domiciliary 
medical care. Ideally some sort of outdoor-cum- 
domiciliary service should be provided through 
a clinic or dispensary witli qualified medical 
olTicers. I'hi^i may he po.ssible in urban areas 
w'here a large number of qualified doctors 
w'ould he axailahli*. In the rural areas specifically 
trained assistanls or hi'iilth workers w'ill have 
to he entrusted with the task of treating minor 
ailments with the helj) of a few comparatively 
safe remedies in the lorm ol readymade formu¬ 
lation eithi'r as primaiA medical cart*, or conti¬ 
nued earc after refer<*nce to the medical olTicers 
ol health centre according to their directions. 

This can ho achicA'cd by measures .ns under : 

i) Incorporating the iieripheral hospitals 
with teaching units and llie university, ii) re¬ 
organising the tniiniiig and tcacliing programme 
of peripheral hosjhtals and lii) involving the 
available local jiraclitioncrs on part-time basis in 
outpatient department and special jifograinmcs. 

I’or riiriil areas commiinily heullh workers 
(liealtli assistants) .should he locally recruited 
from among the villagers with a minimum 
standard of general education and they .should 
he locally trained at the nearest health centre 
Jiy till* medical olTicer, under wdioin they shall 
ha\e to work. One conmiunily health worker is 
to he selected for each village. It will be 
ideal if this community health worker (health 
assistant'! is selected by the inhabitants of the 
>'il!age for his good behaviour, rapport with the 
jieoiilo. hi- energetic propensity and aptitude for 
nursing and licalth care. With jiropcr campaign 
and ediicalioii. possibility of voluntary health 
workers coming uj> for sharing the rcsjionsibility 
cannot he ruled out. In the Indian social climate 
this is not iiloptaii. 

'I’hesc community health workers (health 
assistants) arc trained to diagno.sc simple ill¬ 
nesses like common cold, .short fever, mild 
diarrhoeas and dysentery, constipation, head¬ 
ache or other aches and jiains. common skin 
diseases like scabies, impetigo and ring-worm 
infections and render first-aid for minor injuries 
and burns. 

The major w'ork of these community health 
workers being confined to imparting health edu¬ 
cation and preventive medicine, they M'ill propa¬ 
gate personal and environmental hygiene. They 
will carry out immunisation iirogramine and lead 
campaigns on birth control and on eradication 
of ])csts, mo.stpiilocs and flie*'. ole. 

Implementing this domiciliary heallli service 
plan will not only reduce the co*-! of hnilding. big 
or moderate, for a large number of suhsidiarv 
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health centres immediately but will also briny 
medical aid to the doorsteps of a large number 
of ailing people at a comparatively cheaper cost. 
It will ultimately be economical. Moreo\er b\ 
proper ajiplicntions of preventive measurcN 
through this system, morbidity rates would also 
be reduced. 

Persons engaged in treatment by the indi¬ 
genous njethods should be encouraged to deve¬ 
lop their own method of treatment on scientific 
basis and the modern investigation facilities 
should be olTercd to them in the PHC to estab¬ 
lish belter understanding. 

TlK're is a large number of un(|uaii(ied 
persons who are practising modern medicine. 
They should he giv< n a short course training in 
the Pile an»l they are not to be detached from 
their home or sent to a so))hislicat(‘d place. They 
should he utilised as ‘I''t“Idser.s’ or rural hcallii 
workers and may work as lielpers to the doctors 
in MML7PIIC. 

Financial involvement of the health delivery 
units at the rural level may l)e considered to h<‘ 
ofTeclcd through an insurance system, contribu¬ 
tion being received from Central Government and 
State (loveriimcnt and 50 per cent from rural 
population. The land owner as well as landless 
agricultural worker with a minimal wage of 
Ks. 8.00 per day may he covered by this insur¬ 
ance through rural co-operatives under Panrha- 
yets. The premium may be realised in ca.sh/kind 
or through contributing labour by the incum¬ 
bents. Tliis has the advantage that the rural 
people will feel that they have legal right to 
receive the medical care from the health care 
delivery units. 

In this plan for iinmediale relief of the people 
primary emphasis has been given on 

1. Mobile Medical Units ; 2. Mobile Emergenev 
Medical Units ; d. Minimising the construction 
cost of the buildings and diverting this money 
to increase siiiiply of dnigs ; 4. Integration and 
co-ordination of all the different limbs of healtb 
care, i.c., (a) Family planning, (b) Public health 
programme e.g.. immunisation, malaria eradica¬ 
tion, control of infecUous diseases, health edu¬ 
cation. etc., (c) Health survey, (d) Study of eco¬ 
logy. (c) School health, etc., with curative medi¬ 
cine : 5. Sponsoring health consciousness and 
health movement ; 6. Utilising the available 
quasi-medical workers in the main programme : 
7. Introducing a new type of medical education 
(community based) by selecting medical students 
and w'orkers from the local youths and training 
them through phases for para-medical slatT basic 
doctors, medical specialists and medical 
scientists. 

The emi>hasis has been given on making one 


equipped hospital in each Block. These PHCs or 
the peripheral hospitals should be capable of giv¬ 
ing proper medical relief (excluding super- 
specialities) and radiating preventive medicine, 
health education and health movement. These 
will also be the recruiting centres for medical 
personnel and the training centre of vaccinators, 
health educators, health assistants, midwives and 
junior trained nurses. 

The PIlCs will he closely linked with (dis¬ 
trict) Regional Hospitals—regional because the 
existing districts have diflerent areas, popu¬ 
lation. density of population, economic growth, 
literacy and communication facility- 

The PHCs w'ill he constructed on Hie basis 
of square mile area covered by it and not on the 
basis oi ]>opulation. Regional Hospitals will be 
similarly built on the basis of the square miles 
they will cover. 'I'he number of beds will vary 
according to the pofiulalion of that particular 
area. 

These Regional Hospitals will serve two pur¬ 
poses : 

(1) SeiAe the need for a Referral Centre for 
the PHCs. 

(2) Catering to the need of the local popu¬ 
lation like a peripheral unit. 

Tlie Regional Hospitals will he linked up with 
the Medical College situated in lh<’ rcs[)eclivc 
region. 

These hospitals W'ill have a hed-slrength of 
between .‘lOO-fiOO according to tire population. At 
least 200 beds will be kept reserved for referred 
cases from PHCs. Tlu-sc will have, all the 
specialities of curative medicines and diagnostic 
facilities for most of the diseases. 

PREVENTIVE MEDICINE: 

For a ])rogrammc of preventive medicine to bo 
effective there should be 3 specialists—(a) for 
supervising and eo-ordinating the work of PHC. 
(b) for responsibility of preventive medicine for 
the locality and adjacent area, (c) training of 
para-medical workers. 

The existing sub-divisional hospital should 
either be raised to Regional Hospital or be re¬ 
garded as one of the PHCs. Tliese Regional 
Hospitals should be attached to the nearest 
medical college. This Medical College and Hospi¬ 
tal should be equipped with the following; 

1) All the super-specialities like (a) neuro- 
medicine. (b) plastic surgery, (c) cardiology, 
(d) neurosurgery, (e) eardiothoracic surgery. 

2) (a) All the divisions of pathology, (b) a 
well-equipped department of radiology and radio¬ 
therapy and (c) biochemistry. 

3) Departments for basic sciences namely 
(a) anatomy, (b) physiology and (c) pharma¬ 
cology. 
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1’he functions of the Department of Preven¬ 
tive Medicine will be to conduct ; 

a) Planning and survey ; b) study of ecology : 

c) training and teaching of medical personnel 
and higher training and re -orientation courses 
both for medical and para-medical personnel. 

4) Research on a) clinical and (b) basic sub¬ 
jects. 

MANPOWER POLICY 

ABSORPTION or UNQUALIFIED UERSON.s PRACTISING 
MODERN MEDICINE: 

For absorbing the unqualified perstins who are 
praelising nuxlern scientilie medicine the follow¬ 
ing immediate measures may be taken ; 

1. Those unriualified persons, who are already 
praeti.sing modern inedieines for at least a years, 
whose age is below 40 and who have the mini¬ 
mum qiialifiealion of having passed the matrieii- 
lalion/.school linal/'higher secondary examina¬ 
tions should l>e recruited to work in the PllC 
and they may he given a short course ol training 
of 1 year I in servi< (* training) in modern medi 
cine in the Hegiftnal Hospitals. Then they may l)e 
employed in the PlIC as (IDMA ((Icmeral Duly 
Medical Assistants) with a sperial grade 
dilTerenl from that of ordinary para-niedieal 
stalT. 

2. Tiiose who are below 40 years of age. 
practising mod(‘rn mediriiK'S for at least T) years 
and have completed class VIII standard of edii- 
ralioii will undergo a short course of training (in- 
service training) to qualify as ; a) family plan¬ 
ning workers ; h) pharmacists ; c) health assi*;- 
tiiiils, i.e., vaccinators, cte.. : d) nurses (there is no 
reason why posts of male nurses will bo abolish 
ed) ; e) operatifm theatre assistants ; f) heallli 
educators. After training in the PIlCs for It 
months and in Regional Hospitals for 3 months 
they may he absorbed in the MMU. MEMU and 
I*lICs. The Selection will be on the basis of their 
olTirienev, capability and aplilude. 

3. The GDMAs thus working in the PllCs for 
1 year will he further trained (5 to H) per cent 
may he selected for this purpose) in the Regional 
Hospital (in-service training) for 3 years. They 
will be selected on the basis of their experienres 
and merit. 

Here they will work as GDMAs along with 
facilities for attending theoretical lectures and 
lectures in basic science. After completion of 
this course they will be given a rorlincate and 
be allowed to work in the PHCs, MMU or allow¬ 
ed to practise as family phj'sicians. 

4. Up to 5 per cent of the para-medical per¬ 
sonnel in Group II proving to be excellent may 
be selected after 2 years of work for training in 
the Regional Hospital for 3 years (in-service 
training) and on passing out they will be regard¬ 


ed a.-' liDMA ;spocial grade like (iroup I). 

ft. Mcanwdiile the candidates from the youths 
of the locality pa.ssing H. S. Examination will be 
recruited from the PlIC*- as medical students 
who would recei\c community based medical 
education to he phased out as follows ; PHC— 

6 months. Regional Hospital—1 year. Medical 
College—3 years, then final examination for 
degree. At ihis stage they w’ill be assessed and 
credits will he given. This will be followed by 
internshii) in medical college or teaching hospital 
for f) months to 1 year, houscotTicership in 
Regional Hospital and posting at PHC duration 
of which will vaiy according to tlic assessment. 

To imi)lciTieiU lids the basic requirements are ; 

1) Upgrading ol the existing district hospitals. 
2) Change in tlic outlook and orientation of 
medical education and curriculiiin. 

Similarly the para-nii'dical stall will also be 
recruited Iroin the loeal youths in the PHC and 
trained in the various disciplines, in the Regional 
Hospital and PHC. 

UTILISATION OF PRESENT UE.SOURCES ; 

a) ficuular serrice per^umwl —Ri-elislrihution 
nf the GDMt)^ and .si)eei!di.sts and decentralisa¬ 
tion of the 1oi> heavy organisation in the cities 
and capitals will he necessary. 

b) Part time appointment of non-service doc¬ 
tors -On sessional basis such appointments 
may he given to speeialisls and local GP.s. They 
may he utilised in MMU. OPI) of PHC and in 
|):irt-lnne duties in the indoor. 

e) A'aeant posts may l)e tilled up by temporary 
reeruitments on loenm tenenls. 

d) Employment of phy.sically fit superannuat¬ 
ed p(‘rsoris on temporary basis may me made. 

e) For immediate manning of the PHCs with 
specialists the criteria of Specialists may have, 
to be temjiorarily changed as follows : i) Dip¬ 
loma-holders ; ii) those trained in the particular 
branch for more than three years will be recog¬ 
nised as speeialisls after a short orientation 
course of 0 months. From among these doctors, 
who are below the age of 40. candidates may be 
selected for postgraduate training after 1-3 
years of service. 

This entire scheme can only be materialised 
through a phased out programme of adminis¬ 
trative reforms, that is to say, decentralisation 
of the administrative control from the capital to 
regional centres and following it up to primary 
health unit level. The details of this are out¬ 
lined as follows ; 

1) Formation of Regional Board - adminis¬ 
trative and executive (under the Central Health 
Directorate). 

2) Formation of Regional Health Council— 
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iiiicl advistJiv, 'I'lx' lii.sks (il Ihr 
(IrMiiiril wi'i l»i' ii io |)r(irn(>li' ‘'cll'hoij) moxt'- 
monl ; iil nrjian'sc hrallii rdiii'alion aird lioaltli 
inovcinr-jil.s luiidci Ihc Ilcallli Minister). 

I'lidcr I1 k's< iwn Ktiioiial Itci'dics llipro will ht' ■ 
I^riinan IJcallh (aMilrc' Hoard -adminislra- 
tivf> and CM culiv iij I’liitiaiy llcidlli (louncil 
adviS(*rv. Ulclail'- ol llicst' orjiatiisations may l»c 
(IraAvii uj)). 

Alonp A\itli tin coii.'dniction ol Uic and 

Kcf'innal Ilo.sj)ilaK (ho main task •»!' improving; 
p('f)plc's licallii dcji' iids upon liic cni|)liasis on 
p^cvcn1i^c ;i'.i»cci nl medicine. 'J'his is. a.s ))nnd 
cd Old cfirlier, intimafeiy relaUal with tlie im- 
prnvemeid oJ f^enet d liviiif; eoiulilions ol' tin' 
people. JAen ladon' the radical clianf'c in tin 
.slriielme of rural ci (»nomy in the lorm of land 
relorin and nili odi >'tiot) ol .small se:de and 
<ollaf*c indiisiiieS" (lovennncnl lias to de^iM 
ways loi "iipplN ol drinkinf> water, disposal ol 
«\c.reta and sanitation in the rural sector. The 
planniiif* and e\ecnlion of such a prniiramine 
can he achieved in (o ordinalion with the tollow- 
in (4 depai imenls : 

1) l>e])arlnieni o| Health Piihlic Health see- 
lion. 2) rWI) Ei’i^iiieeriiif,'. (ionstriielion and 
Maintc'iiaiire. .‘5i Dcparlineiit of AfiricuUiire aiul 
Iri'i^'alion. It (i<'<do;.;!cal .Survey of India—Hydro- 
logical Division. River and I'lood (’.ontrol. .a) De 
|iarimenl ol Sc.-ial \^'elfare and (iominimilv 
Developim nt. Co I)» |iartmenl of Relief and Reha- 
hilitatioii. 7i Sl.ile Kleciricily Hoard. S) Re|)ie- 
Senlalive.s from people s ori;'anisation.> (peasants. 
School teachers, elc.. from all parlies). 0) De- 
pnrlincnt of Kdneation for ; a) health inove- 
menl ; h) propa^ianda ; c) hyniene in the school. 
HI) He)iresentaHves Iroin IMA. 

T h(^ representatives from lhe.S(. departments 


will form the regional boards and councils and 
will .study : 

A. luoloii!/ and pfiidentioloyy Prevnlenci' of 
diseases in the particular region---studies on 
i cology and epidemiology and suitable measures 
against it. Duration of study- -2 years. Execu¬ 
tion in tin 3rd year. Help can be taken from the 
tollowing : 

a) .-Ml India In.stitule of Hygiene and Public 
llealtli. b) Puhlii’ Health Department of the State 
and the Heiilre, c) IMA. d) Mass organisations. 

H Aiilritioii A .State Nutrition Board may he 
loimid to liiHil the following tasks; 

I) to prepare the guidelines lor iipliltmenl ol 
nutrition of the ptaiple and exercise constant 
vigilance over its inainlenance. ii) to conduct 
research .iird .survey of health status, iii) to 
spread education on nulrition among the masses. 
IV) to conduct training ol nutrition workers. 

State Niilrilion Hoard may he constitutial with 
lh(« representatives of the following : 

1) Stale Hraneh of Henlral Instilut'' of Nutri¬ 
tion. 2) Puhlic Heallii Department of H(‘allh 
Ministry. 3) Food Department. 4) Department of 
Animal Hiishandry. .'’>) Department of Relief and 
Rehahilitation. fi) Department of .Social Welfare 
and (lomnumity Development. 

Only a ]ialriotie and co-ordinated etfort ol all 
these d(‘|>arlments and organisations can make 
a really people-oriented health iiolicy succes.sful. 

This plan jire.sents just an outline of the basic 
principles. Naturally there may be many modi- 
licatioiis in the details of the plan. 

We are l onvinced that a [ihased-oul program¬ 
me for its implementation will ensure the in¬ 
volvement of the jieople and i.s capable of pro¬ 
viding better service even under the existing 
socio economic condition. 


IN' I'KC.nAtTD HEAL-fll DEL1\ EKY SYS I EM 


Community 1 
Develop- ! 
menl Block | 

Mol/ile 

Maitral 

Primary 

Health 

Centre 

Relcrral 

Units 1 

system 

1 

Treatment 
at till' door of 
the patients 
and inv'olving 
people for 
Health 
Movi'nient.s 


♦ 

One well- 
equipped 
PHC 
for each 
Community 
Development 
Block 



Regional 

Hospital 


V 

For 20-25 
PIICs 


Referral 


system 


Medical 
College & 
Hospitals 


For 2-3 
Regional 
Hospitals 


Ar/. i.oii ll■(i^;^T^CNI • ’I'he main ihi me t.C lliis polk y has been taken from the paper, 'An imtluie of 

lieal'di policy for West Hoiigal' by Dr. G. P. Dutta and Dr. B. Ray Chauclhuri which was subsequently 
.u-cepti.d by Working Committee and State Council, Bengal State Branch of IMA. Author acknowledges 
hi.s indcbtedncs.s to his numerous colleagues who helped hfm to prepare this article. 











A Draft on National Health Policy 

. NAHESll BANEKJEE 

Chairman, lirugs and Appliances SUuidiny Committee IMA, liemjul Slate 
branch and Member, Therapeutics and Appliances Standing Cummitlec, 

IMA (Headquarters) 


HEALTH POLICY 

Willioul a coinTcli* and workable licallb policy 
it is next to impossililc to meet tlie bealtli can' 
needs of the people of a vast eoonlry like onr^. 

IIKALTII POLICY NEOIJ'X’TEn : 

The ronnulatinn of a eninpreln-nsive national 
health policy has lieeii ne(’le<‘le<l lor loiif^. Siiiie 
Independence we liave noted with soirow Ihe 
following things : 

i) Even after three decades of Indi'peinU-iice 
of our country, the (’lOverninent of India Ine. 
tailed to assess the actual health l are need.-. <1! 
the country and to enunciate any national In altli 
policy for our [leople. 

ii) The (lovernnienl did set up several coin- 
luissions to pacify the growing expectation', ol 
Ihe peoi»h‘ lollowing Independenci . hut that only 
to shelve their recoirinieiidations lati'r in Ihe 
cold storage, to hoodwink the easilv gullible 
|»eople. and at the same time lo point accii-iiig 
lingers toward,s the doctors and para medical 
to cover up their own failur«-s. 

iii) Our Conslitulion is equally sileni on 
people’s inhc>renl right lo enjoy health and to 
receive jiroper health cans which should lia\e 
been incorporated in Ihe lundainenlal riglds 
eiiuineralcd in Ihe Conslitulion of Imlia, instead 
of vaguely mentioning them under Ibi- l)ire< rnc 
Principles of Stale Policy. 

ivj Our national jilanners have al.so ignored 
Ihe iinportance of peoph 's health care a' a 
positive measure for the economic growth of 
country by way of ininiiuising the "man <'avs' 
lo.st and inuxiinising Ihe output ol the w'oiking 
hours. iTiey have failed lo p.iy due iinpoi '.ancc 
to national health car<* by iiiciuding this in ihe 
core sector of our nalionid plans. 

v) 'Ihe doctor and the para-medical lall 
have so tar failed lo realis<‘ 'he ini|)orlauce of 
their sendee to the society by playing an cITec- 
tive role in the health care movement lo light 
out the anomalies and constraints. 'I'lieN seem 
to be still under the spell of the iifflucnt Western 
society’s outlook for health care. 


uroao outliniw op iieai.th policy : 

'I'he broad outlines of the total national health 
policy for the people of our country should he 
lo introduce a .syslern of comprehensive positive 
health care with provision for promotion of 
health, preveidion of diseases, prompt diagnosis 
with iiroper trealment in sickness or injuries 
and facilities for restoralion of health and re- 
liat)ilitati«Mi. Thi'. health care should cover lire 
(leople in all stages and facets ol their life from 
vvond) lo tomb and it shuidd cover everv indivi¬ 
dual, irrespective of tii' '.ocial. economic and 
religious .status, political alViliation and geoLMu 
jibical and olh(*r conslrainl'. 

IIIC.-MTII POLK Y C'-\.N'N'OT KL lUl’I l-.MI’An-aJ IS’ lSOl..^TION : 

i) .Such a total and i omiJich.-nsivc- health 
jiolicy cannot be iinpleincnled in isolation. It is 
vitally integrati-d ami inseparalilv linked wdtli the 
M)cio-econoinic syslem pievailing in the country 
and is dei>endenl on the provision for adequate 
food, potable walei supply suj'ahh" clothing 
bousing accommo'dalioii will) :i moderate dt'gree 
o| sanitation, basic education along with elemen¬ 
tary knowledge ot licallli care, improvemetil of 
living standard and adopliv.n of measures against 
enviromneiital pollution, communicable diseases, 
elc. 

lil Impliaueidation of lieallh poliev should 
be inl(*gra!c‘'d with Ihe bdal iialional devc'lop 
mens programme"., i.is. the programme:, wliicli 
aini al allround improvements in vai ions fac’els 
ol socio-economic life of Ihe piaiple of our coim- 
tiy by doing away vvilli Ihe feudal back-log and 
the im|)erialis| <(donial legacies. rims the 
iinpleiuenlalion of lieallh eare progranmu* 
should be co ordm.ilcd willi radical lend ridorms 
lor inqudvc'nii'nl of agiicuifnre including mea¬ 
sures lor improv eiiieiil of agricullnr'il relaliou;.. 
agricultural prodnclion and animal Ini-'bandrv ; 
ra'dical measures for inijirovemenl cd' induslrial 
production and indiisli ial relali.ins ; cra '.li tiiea- 
sures for aiigmcnlalion of di 1 I.ing-wali-r 
suppiv. evleiision of Irasie education along w'illi 
healib educalion. eonirol ol' eonimunieal))e 
disesases and iinprovenienls of road;-, and eommu- 
niealion facilities. 
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CONSTRAINTS IN THE WAY OP IMPLEMENTATION : 

i) Within the prevailing socio-economic fab¬ 
ric of our country, it is a very dilTicult task to 
implement the above objectives in a short 
period, particularly when the basic needs of the 
people such as food, sheller, clothing, employ¬ 
ment, education, etc., have not been guaranteed 
as yet an'd when 75 per cent of our |)eople still 
live in neglected villages and nearly 70 per cent 
of our people live within the imverty line. 

ii) From the above it follows that we shall 
have to implcinent the health policy in phases, 
in an integrated manner and in keeping with 
the total national devehijiment programme pay¬ 
ing due consideration to the urgency of over¬ 
coming the economic and other constraints. 

iii) It has to be admitted that such a total 
health care for the p(' 0 [)le of our country is 
very easy to spell-out but very difTicult to 
achieve, unless and until we can remove the 
socio-economic constraints and colonial legacies 
through radical measures. But even in the exist¬ 
ing socio-economic .set-U|) ttiere is ample scope 
for improvement it» the liealth care system if 
maldistribution. im|>rop(T utilisation and wast¬ 
age of health care resource both in respect of 
men and material, lojtsided j)lanning. halfheart¬ 
ed implementation, corruption, maladministra¬ 
tion, bureaucratic bungling and centralised exe¬ 
cution without involvement of ttie jicople can be 
done away with. 

CHANGE OP DinECTION : 

The present direction and orientation of 
health jKilicy sliall luue to be <'hanged from 
curative to preventive, from urban to rural, 
from imlividual to community and people, from 
emphasis on disease to that on the patient from 
Static units to moltile tichl units. Priorities have 
to be fixejl up to ser\i> tlie best interests of the 
community at large, through popular heallli 
movement of tlie partners in health care and 
participation of the |>('oi)le. till the goal of 
nationalisation of total health .service is 
achieved. 

DRUG POLICY 

OBJECTIVE OF NATIONAL PTmo I’OLICY . 

i) A national policy on drugs should be a 
part and parcel of our National Health Policy. 
It implies that no person should suffer from or 
die of any illness for want of medicine and 
appliances, im'spectivo of his social, economic, 
political and religious status, geographical and 
other constraints. 

ii) Medicines, chemicals and appliances re¬ 
quired for protection of health, prevention and 
treatment of diseases, restoration of health and 


rehabilitation should be made easily available to 
all without any exception. The poor and the 
indigent sections of people should be provided 
with medicines free of cost without any obliga¬ 
tions. 

POLICY FOB EXTENDING DRUG COVERAGE: 

i) Hardly 20 per cent to 25 per cent of our 
people have got some access to modem scienti¬ 
fic medicine. Only 5 per cent of our people can 
alTord the tr<*atmenl in full and the rest 20 per 
cent cun mostly alTord it in part. This means 
75 per cent of the people have got no access to 
modern iiie(1i<-ine and roughly 50 ernres out of 
the present approximately 64-crore population 
of our country is <uit of the range of the modern 
inediciiH' <‘ven after .'10 year-' of onr Inde[)en- 
(ience. 

ill Onr interim objeilive during the Sixth 
Five-Year Flan siiould. tlierefoic, he lo I'xteiul 
the coverage of modern medicine from 25 per 
cent of llic people* as at jiresenl to 50 per cent 
by Hie end id' the .Si.\th Five-Year Plan Ibv 
108;t-81|. This lias to lie done partienlarly in 
respect of the JIO or tO liighly essential and life¬ 
saving drug.'' ideiilifii'd by the Hathi Committee 
and suggested In tlit> WHO for which wc wilt 
ha^e lo produce at least Hs. 000 ernres worlli of 
bulk drugs and about Ks. 1,800 crores wortli of 
formulalions at Hie present market rale. 

iii) Onr muMerin objeelive sltnnld be lo 
extend tlie coverage of llic total popniaiion at 
least with all tlie essential and life-.saving drugs 
I)V tile end of Hie Sevi'iiHi Five-Year Plan, i.e.. 
by Hie year 1088-89. 

rOLlCY IlEOAliniNC. PRODUCTION: 

i) In keeping witli Hie above objectives, pro¬ 
duction of essential drugs .should receive top¬ 
most priority. All Hu* maiinfaclnring units 
should lie geari'd u|) for production of hulk 
drug iiijiuls and intermediates witli allotments 
of production ({iiota. The public sector shall 
have to play a leading role in it. 

ii) For riilfilmenl of the population coverage 
target on a rough estimate we will require to 
produce Rs, 600/- crores of bulk drugs and 
Rs. 1,800/ crores of formulations bv the end of 
Sixth Five-Year Plan and Rs. 1.000/- crores of 
bulk drugs and Rs. 2.500/- crores worth of for¬ 
mula! ions af th(‘ present market rale by the end 
of 'Seventh Five-Year Plan, upon additional 
capital investment of Rs. 400 crores and Rs. 750 
crores respectively. Details in this regard have 
to he worked out. 

iii) Production quota should be flxed in 
terras of quantum, not in terms of money or 
price, as our economy is passing through infla- 
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tion, our biidtjcls and Plan expenditure arc be¬ 
ing met by deficit financing, overdrafts, public 
loans, foreign and world bank loans. 

POLICY niiCARniNG SELF-SUPl’ICIENCY : 

i) Our country slioiild achieve self-sulTieieney 
in respeel of Inilk 'drugs nvpiircd to mannfaetnrc' 
the essential and life-saving dings by using 
which more I ban ‘.(0 ])er cent of the illnesses |)i e- 
vailing in our country can be cured and ine- 
venled. Sitnilaily, we shall have to be self-sulVi- 
cient in resjiect of other drugs of marginal im¬ 
portance. Iherapeulic and diagnostic appliances 
and oilier accessories, through indigenous ell'orls 
or ti'chnology borrowed from other counirii s 
without sacrificing oiir national inleresl. 

ii) Hegioiial devclopmeiil of drug nianufacliir- 
ing unil in the public sector has to lie encourag¬ 
ed to dcvclo|) regional .self-suiriciency. 

iii| Devi'lojnnent of organic chemicals, ])h\to- 
chemicals, petrochemicals, coal-ha.sed chemicals, 
biological extraction jiiant, x-ray films aird radio¬ 
graphy chemicals, and sera-\accine jilanls are 
very essential lot sell siiHiciency. 

POLICY imoMiDlXli I\pl LTIN'.TIO.NAL KIKIVIS ; 

i) Our aim should he nationalisation ol the 
midliiiatioiial linns in idni'-es, till our nalioiial 
Si-clor is lei'hnieally devidoped enough to le- 
plaee tliem in the s|)here of essential drugs. 

iij i'lie inuiliiialionai linns should not he 
allowed to maintain more than -11) per cent 
eipiily shares direelly or indirectly under any 
cireiiinslanees, eAcii if they' oiler siipei-leehno- 
•ogy. 

iiil 'I'liey may he allowed to mamifacliire 
formulations jirovided those arc based on indi- 
geiions hulk drugs from basic stage (not from 
penullimale stage), tlie (iiianhim being not more 
than five times of llieir allotted hulk drug quota, 
and they shall have to hand over to the surplus 
to the pnhlie sector for distribution gmongsl llie 
other prodiKdion units. 

iv) lliey must not he allowed to em roaeli 
upon the prodiielioii field of small sector units. 

v) They sliould not be allowed to inaniil'a< lure 
house-hold remedies. 

vi) At least one-lhird of their prodiiclion 
capaeily should he alloUod for produclion of 
bulk drugs required for producing essential and 
life-.saving drugs. 

vii) They shall not he allowed to expod at 
the cost of essonlial requirements of our 
country. 

viii) Tlioy shall have to agree to abolish 
brand names and to introduce generic or phar- 
macopoeal names. 

ix) At least 15 per cent of the value of the 


total production should be spent on research to 
meet the needs of our country with involvement 
of indigenous lechiiology. 

POLICY ON imui I’UICE REDUCTION: 

i) All forms of taxes, sales taxes, excise duly, 
octroi e.usloms, siircliarges, etc., on ail essential 
and lilo-suving drugs should be abolished and 
lliese should be distributed free llirough llie 
public dislribiiling agencies to the indigent 
people, if necessary, with adequate Slate subsidy. 

ii) liraud names of drugs should be. abolished 
and replaced by those with generic or phanna- 
coiioeal names in pliases, slurting witli about 40 
higlily essential drugs and then gradually cover¬ 
ing all tlic essential and life-saving drugs. 
Hundreds of millions of rupees are spent on 
creating brand image which is included in 
“Mark Ups” to increase llie drug prices enor¬ 
mously. 

iii) The freight charges on drugs should be 
reduced and made uniform Ihrougliout the 
country. 

iv) We may have to import drugs and 
chemicals so long our country is not self-sulli- 
eieut ill the mamifacliire ol bulk drugs, iulerme- 
diales. Solvents and other drugs from foreign 
countries at a competitive rale from whichever 
euiTcney area it is found cheapest with guaran¬ 
teed quality. 

v) Central Ciovernmenl should .see that the 
sre and IDl’L shoiihl not resort to trade or 
prolLteerjiig in respect of bulk drugs required to 
iiiaiiul'acture essential drugs. 

vi) 'riiere sliould lie no iiilorinediate trading 
agencies between llie manufaclurers and direct 
dislribulors in order to minimise the cost of 
drugs l)y avoiding iirolils of the middle traders. 

POLICY KEClARUlNG RESEARCH. DFA'F.LOPMENT AND 
QUALITY CONTROL: 

i) No connlry can thrive without basic 
research and technology. Both the Stale (public) 
and private national sectors sliall have to pay 
<lue im|tortance in organising basic research 
units with develoimieiil of adequate fund and 
lechnieai manpower. The inullinatioiuil firms 
sliould set up research units allaclied to their 
praduclion unils with involvement of indigenous 
lecliiiology and siiall have to earmark 15 jier 
ci'iil of their total produclion for research. The 
pidilic seelor sliall have to jilay the leading role. 

ii) Oiir country is rich in resjiect of techni¬ 
cal manpower and talents hut they' arc left im- 
cared for, allowed lo go wasle or end in ‘brain 
drain* causing huge loss to our country, in spile 
of the fact that many units are starving for want 
of technical talents, fiovernment, therefore, shall 
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have to lake li-ad in oi'ijaniaing sciontilic and 
t«Tlini(-al pool al Ujo ('('nlral and al the various 
yoiu-s Jor the pntpor iiUHsalion ol' iJjv talents. 

iii) 'rile (ioverninenl should set up ref'ioiial 
reseandi laboratory and (lru{,' eoiitrol laboratory 
in every zone. Big and inediinu nationat units 
and tin- inullinational firnis should nut only set 
lip their own unit under the guiilanee ol the 
(ioveriniKnil lor original basic research to corres¬ 
pond to the needs ol' our country but also lor 
(fualily control and analysis ol' the drugs and 
chemicals. These units should oiler technical 
guidance, quality eontrol lest and analytical help 
to the snialh'r units. 

iv) There should be. co-o))cratioii and co 
ordination among the research units oi the (>ov- 
eriinieiit, the quasi- and non-dovernnieiil units 
and the univi'isity rescanh laboratories fui 
iniproi emeiil of research, transl'er of techno- 
logv and belter training iaciiil\. 

I'H \)I.M,\C\ 'ril\IM.\C, KIlOl I.n Bli AM) 

K.xrtMa-’.i)- 

i) There are about one lakh pharmaeisl.s of 

various gradi s in India, out ol which phariiiucy 
graduates and postgraduates nunilier alioiil t.'iOU, 
diploma holders about ll.OdU and lertilicale 
holders lu-arls 81 .(Kilt. But we have got about 
‘J lakhs of health care didivery units, drug 

manidacluring units, several pliarniacy colleges 
and litti medical colleges, sevi’ral dru.g 
research and control laboralorir‘S, drug ins|)cc- 
lorates, etc., besides the annual allrition of over 
llHKt. 

ii) To make u|i the great shortage of |>liainia- 
cisls in our country the (iovcrunit'iil slioukl sec 
that a) the number of jiharniacy colleges is iii- 
crea.s<*'d with an in<-reased number ol admission, 
b) the 11-ycar diploma course is started in ceii- 
Ires allaelusl to the e.vistiiig nu'dical colleges 
with 50 annual admission and c) the t-year cer¬ 
tificate course is started in centres attached to 
tlx- ilisirict hoS]>ilals. I his period can be reduced 
to ('» months for those who worked as disjams- 
ing assistant to doctors or jihaimacy degree 
holders for more than live years, t'ake [iharmacy 
registration should sloppeil lorlhwith. 

BEVISIO.N' OF iV.VriUNAI. I’OnMl I.Ain ; 

There arc more than 57.000 ileiiis of drugs and 
chemicals in our National Fonnularv. This for- 
niulary needs urgent revision. I'nnecessarv and 
back-dated items and items with no therapeutic 
value should be iliscanled from it and in their 
place establistied new remedies should be in¬ 
cluded. Us list should be classilied as follow\s : 
i) highly essential and life-saving, ii) essential 
and life-saviiiL* as ide.ntined bv the WHO and the 


llathi Committee, iii) moderate therapeutic value 
and iv) marginal tlierapimtic value. All these 
ciassifiealions should be done keejiing in view 
the jiredoiiiiiiaiiee and impoiiaiiee. of diseases 
prevailing in our eounlry. 'I'lie .National roniui- 
hny should also ineorjmrale indigenuns drugs 
ail'd phvloeheniieals found to have therapeutic 
value after jiropi'r assessment. 

POLICY ON MEDICAL EDUCATION 

i) The uiidergrudnale medical education 
gradually evolved in our country lowarils the 
sci'oiid-half of the IDIh century to .serve the 
purposi- of the British rulers in India, of educat¬ 
ing the medical ])crsoinicl through a degree or 
diploma oriented iirhan pattern of Iruiiiiiig vvitii- 
oul having any relation to Ihe socio-i'conomic 
realities oj our counliy ami health needs of the 
peoi>le. 

ii) Aller iiidependeiiee opjiorliniiiles came 
for re-oi ienliiig and rc-lhinking. but lliose wlio 
were entrusted with the task liad their liioiight- 
proecss palleniecl and trained along the lines of 
Ihe Brilisli masters niuler vviiosc jialronage they 
had llieir liigher education al I K aird clscw lierc. 
Naturally onr whole education rcfoinis .sulfcii'd 
fiom Bnli^li coJoniat legacies and no tia.sic 
cliangcs cotiUl be made in Ibc sjiiicre ol medical 
c'lincaiion corrc.sjioiuling to the needs and ]>een- 
liarities ol onr eounlry. 

iii I Our medical education should be need 
ba.scd and oriented towards the peojilc and 
commiinily. It sbonid liavc a rural Idas and 
sbonhl iml be degree or 'ilipioma centred. Wc 
rc({inrc to train an : dcqualc iiiimbcr ol "Jiasic 
doctors ’, vvlio.se Iraiiiiiig "liould lie "preveiilion 
orieiili'd” and “[laliiml oiieiiled ” vvilli a'dequute 
■‘lle.vibilily and adaptability" to satisly the 
needs ol people's beallli care in rural and urban 
aii'as, in Jields ami taelories. They should liave 
adequate clinical aeinuen to diagnose and (real 
p('o|ilc without the help of .sojiliisticaled medical 
gadgi'Is, under extreme climatic conditions and 
geograpliical eonstraiiils, as a partner of the 
loeal eommiinily of jieojde to serve the role of 
leader in Ihe liidd of tln-ir health care. 

liNDKHtlU.Mn'ATl!; MEDICAL EDL'CATION (BASIC DOCTORS): 

i) .-Vcliiiission should he after 10 years of 
seliool ediiealion plus 2 years of para-medieal 
Ipre medieal) edneulioii, and seleetion should be 
made liirongli a eoinpelitive entranee cxamiiia- 
lioii in wiiieli the candidates are to secure 
50 per ci'iil marks in seieiice subjeets and 40 per 
cent marks in language. The selection should be 
done hy a seleetion board to be eonslituted with 
representatives from the Slate Government, 
university, health department of the State Gov- 
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eminent, principals of the medical colleges, IMA 
and the Medical Council. Merit, aptitude and 
physical fitness should be the main criteria for 
admission. Domicile restrictions and special pre¬ 
ference for the backward classes may continue ; 
district quota and age restrictions n)ay be relax¬ 
ed c)r abolished. The number of admission i)er 
medical coIleg(> should not be less than 100 and 
more than 150 i)er year, otherwise it will become 
either uneconomic or unmanageable. fixe.l 
calender for routines of clas.ses and examina¬ 
tions so that both the teachers and students can 
prejiare themselves hi'forehand. Results of all 
the <*xaminatinns should be i)ublished within '2 
to .‘1 w(‘eks of hohling the examinations, as is 
being done the world over. 

iii The 4j-vear semester system of M.R.R.S. 
course comprising 1i years of pre-clinical ami 
.3 vears of clinical course. whi<-h has been newl\ 
iniroducc'd by tin' Mi’«lica1 Ctmiicil of India, 
should be introdncc'd in all the 100 medical 
colleges nilhout exception. Roth the Ciovernment 
and llie uni\'ersily should see that this course i . 
“imiilemenlc'd e\'er\ wlu're with pro\isions for an 
:)de(f(iale niimhcr of teachers, siiilahle accommo¬ 
dation. properly e<juip]>e<l laboratory, etc. 

iii) There are hack logs of (>xaminatioris to he 
hel<| carving from 2 to .‘5 vears in some uni\er- 
silies. ■fliese should be cleared \ip in a short 
period through a suitable programme ol tea<'h- 
ing and examination. 

iv) There' c.re some constraints in the new 
.semester system which should he removed and 
amended early, as follenvs : a) .Some uncommon 
thi'orcfical items have been incorporated, whicli 
ought In have hec'U done in the ]>o.slgraduale 
course, h) .\ student is rerpiired to secure .50 per 
cent marks in each of the theoretical, oral and 
practical examinalimis in the same subject. This 
.50 |)er cent marks should rej>resenl the marks 
in all the .T components of e\aminalir)n in a 
.subject taken together. «•) The syllabus still 
sun'ers from urban orientation and is far from 
being necd-ba.sed or having a rural orientation 
of teaching and training. It cannot eater to the 
health care needs of 75 per cent of our people, 
who live in villages. 

INTRODUCE niTRAL ORIENTED TRAININr.: 

i) In order to lav the foundation of rural and 
people oriented health Services, the universities, 
the Medical Council of India, and the Covern- 
menl shall have to introduce compulsory rural 
training for a minimum period of two mouths 
in eommunity health care during the pre-clinical 
years and for a minimum period of three months 
during each year of clinical stiuh'iitship iirefer- 
ably in upgraded Primary Ih'allh Centre.^ witli 


residential facilities. At least 25 per cent of the 
marks should be allotted on rural training 
asses,sinent. 

ii) Tile training jiattern of the inlerns and 
houst'-sfalf .shall hare to he changed. They 
.should he considered as in-service traini'cs vviiii 
all facilities including antedate as are avil- 
:d)le to lleallli .Service doctors, while consider¬ 
ing their perm.-meui appointment. 'I'he interns 
ami hoiise-slair .shall liave to ‘^pe.nd six months 
in a year in distiicf hospitals, suh dix isional 
liospitals and upgraded Primary Tlealih Centres 
and six months in various doparlineiits of the 
medical colleges ri'S|)eclivelv in rotation. 

iii) After enm|)leling house-stad'.ship they 
shoui'd he attached for one y'car to the PI 1C in¬ 
cluding rural mobile iinil and in suh divisional 
and disirii l hos]>i(al for anolher year (six 
monllis in ('acli). This Iraining-cum-serviee 
should iie eompiilsorv for all to .secure admission 
into iioslgradualt' 'degrcM' and diploma courses, to 
gel admission into any medh al service in our 
coiinirv or to secure rlearanee eertifieale for 
fon'ign service or further study. 

iv) .After fulfilment of tlie above conditions 
one can sit for posigraduale admission test for 
selection mainly on merit basis. On selection 
thev should he posted a.s Senior house medical 
olHcers fin S(.]\jr(.'i in ihc d(>|>artinent of parli- 
cul.-ir hiaJK'li of poslgraducde speciality. 

TI'.XrifKItS SIIOI'LD HE WIIOI.E-TIMKRS AND 
VON I'HACTI.SI.Nfi • 

i) Teaelu'rs h.'ive to !>(' whole-timers and non- 
|)raeli‘-iiig in order to improve the standard of 
leaching and training of medical students. Iiolh 
in the imdi'rgiJidnale and posigraduale stages. 
This wilt enable them to ])ay' undivided atten¬ 
tion t(» tlu' training of sludenls and completing 
their course in lime under the S(>nu‘Ster .sy'steni. 
to maintain puncliiality in taking classes and 
clinics :uid to de\ole more time for jirae.Iieal 
lialieiil-oriented clinical training. The students 
will also learn Ix'tter under the direct guidance 
of the leaeliers. as tiiey would not have to hunt 
for notebooks or favourite (piestions. ‘eafeh’ the 
examiners or join cosily private eoai'liing. They 
will he less inclined to rig the examination by 
adopting unfair means, to launch movement for 
postpnnment of examination or to coerce the 
universilv into allotting disgraceful grace marks. 

ii) Tt is often found that many good doctors 
and teachers are not attracted to join the .State 
Health .Service on account of the poor pav-scalcs 
and lack of other facilities of this service. Medi¬ 
cal teachers should therefore ho provided with 
adequate pay and other allowances as per 
scales laid down by Ihe Medical Council of India 
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or at least the CGHS scale with adequate non- 
prnetisinf:; allow’ances and provision for residen¬ 
tial :i(-(‘(>inmr)dalion in the eolleqe eatnpiis. 

iii) The Slate (lovernmeni sliall have to in- 
Iroducf* “Medieal Tearhinf' and Research Cadre'’ 
as :i special cadre, with enioliinxMils as sijf'f'esl- 
cd ahove. which is e.ssential for iinprovenient in 
medical li>achin;; and lor inilialinc basic iiK'dical 
research siiilahle for our country and people. 

iv) I)«»ctors havini’ best career^' both during 
their underf:;ra'dnale and poslf.;ra(hiate studies, 
havin({ an aplitiide for teachiii;' and research 
and a pniven concern for the pcoph-’s healih 
rare, stiah'iiis training and social ser\ice. should 
bo S(‘leclcd for the “Medical Tcachiiif' and 
Research (’adre”, in order to develop beller 
teacher-sliKh'iil and doclor-j)a1ien( relationship. 
Such iuedi* al le.'ichers can be relied upon lo 
S(*rve as an active aiul conscious ])ar|uer to 
motivate the ynuiiR d*)clors to play an active role 
in the .S|)hen' of healih caic in co-operation w’ith 
other forces mobilised for intef'raled Social 
development, 

v1 .S|tecial training course like IVl', MT, etc.. 
shall have to be introduced for the “Medical 
Teacbiiif; and Research Cadre”. 

TRAINING RKC.ARDING OTTIKR RRANCIIE.S OF MEPICINE; 

Similar procedures .shall have lo be adopic'd 
for i) dentistry, ii) nnr.siiif:, iiil iiharmacy. 
iv) radiolo''y, v) pa1holof,'y, vil biochemistry, 
vii) tropical medicine, viiil public bealih, etc.. 

PAHA MlinlCAL TRAINING : 

The para-medical st.alf ])allern foi an under¬ 
developed country has been SiiSk'i'sled by Dr. 
K. N. Rao at the ratio of one doctor lo 20 ]>ara- 
medicals of Various {,'rades and disciplines such 
ns nurSe. auxiliary nursc-rum-midwife. sanilary 
inspector, vaccinator, malaria worker, socio- 
medical worker. ))harmacist. radiof'rapher. lal»o 
ralory assistant, laboratory technician, tubercu¬ 
losis and leprosy health worker, multipurpose 
health worker, family welfare worker, health 
educator, etc. Tliey are all partners of health 
care. But the health care pyramid in India is 
upside down. Suitable steps should therefore be 
taken to fulfil the 1 :20 ratio norm. 

RURAt. HEALTH CARE POLICY 

'riiere is no proper ecoloftical and epi¬ 
demiological studies of the rural areas of our 
country and no projier people-oriented asses.s- 
ment of the health needs of rural areas coverinf! 
preventive and cur.stive aspects even durin« the 
last thirty vears. In absence of those it will not 
be possible for us to suggest concrete and com¬ 
prehensive health plan for the rural areas of 


the country. However, broad outlines have been 
suggested below : 

i) At present about 75 per rent of our total 
population lives in villages, thal is out of the 
presenl population of about (>.‘{.5 crores about 
.50 crores live in about .5.8 lakh villages in India, 
whereas only 80 ]»er eeiil of the total health care 
resources are being deidoycd for the rural 
popiilafiou. IMA demands I'.oiujilele reversal of 
the lop.-^ided direction of tlu.s trend to he attained 
in pJiaseS. Ttiis .slioidd start with tlie health 
plan of the Si.xth l''ive-Yeiir Plan as “Rural- 
oricnlcd Health dare Plan”. 

ii) II Siicci'SS has to ho achieved with such a 
rural Iicidlh [dan it must lie integrated with tlic 
general socio economic development [irogrammcs 
in till- I'lii'al arcus ;nid rniisl cusiirc iiivoIvciiKMit 
of ll)c rural people. 'J’hc plan has lo ho im|>]c- 
mcnlcd in close co ordination with the various 
facets of dcvclopnicnl projects, such as augmen¬ 
tation of polahtc water supply to prevent vvalcr- 
liorne di'ea.ses, improvement of roads and corn- 
nuinicalion facilities, improviaucnt of agricnllurp 
Ihroiigli ('onsiruclion of emhankiucols and 
canals for irrigalion. iiu rc.i'-e of food production 
ail’d nnirilion. sidling nj) ol schools for general 
ediiealion vvilh ])ro\i.sion for imparting liealth 
ediicalioii, liotising projects and piogramriies for 
improved sanilalioii through coiislniclion of 
sanitary latrines and Hushing of waterlogging to 
jircvcnt eomnuinicahle diseases, cli'.. npiifiment 
of rural economy through (Icvcloimiciit of 
collage indiisirv. and dev clo[»in( iit of animal 
hii.shiindrv to im|>rov(' milk supply, clc. 

iii) 'I'hcrc arc lOli medical colleges in llic 
modern system of inedicini* for approximately 
111 ciorc^ <»f ])co])]e and roughlv ahoiil (10 lakhs 
of population each medical college have lo deal 
Vvilh. ’flic Rlitire ('oinmillce suggested one. medi¬ 
eal collegi' for every 80 lakh jicople, and the 
Miidaliar Committee suggested one medical 
e.ollegi' for every 50 lakh people. To bring about 
rural orientation of medieal education, it is 
essential to know the health conditions of the 
75 per cent of our people. 

ivl For bringing about rural orientation of 
medieal teaching, there .should be provision for 
imparling 2 months compulsory rural residential 
leaching at a Primary liealth Centre, in com¬ 
munity medicine for each year of pre-elinieal 
roursp, and for imparling ‘patient oriented’ and 
‘rural healih care’ oriented training for a period 
of at least three months during the years of 
study of clinical course. 

v) .Similarly, during period of rotating intern¬ 
ship and rolaiiiig junior housc-stalTship, which 
should 1)0 taken as in service training, 50 per 
cent of their period of training should be in 
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PHC and sub-divisional and district hospitals 
and 50 per cent in a teaching; institution. 

Within the jurisdiction of a single medical 
college there should be at least fiO Primary 
Health Centres (PIICs) on an average basis of 
one Pile for ap])roximately one lakh peojde. 
These PIICs should corisliliite the main edilire 
of rural health care at the Uloek It'vel or Anehal 
Sainity le^’el, both for preventive and curative 
health care. There shoid<l be provision for at 
least 50 beds by the end of SixtJi I'ive-Year 
Plan in each PIIC and an annual increase of 
10 beds. So that bv the end of S«>venlh Five-Year 
Plan, i.e. by 1088-80. all the PIlCs should have 
100 beds (for medicine, surgery, obstetrics and 
gynaecology, paediatrics and infection.'? diseasc.-i) 
jH’oiH'ily manned and st.-iired. witb diagnostic 
facilities including x ray on the inslitulional 
enratiw sidi*. nderral arrangeinents to sub- 
divisional and dislricl hoS|)ilals for treatment bv 
Sfiecialilv units, and to medical colleges for 
rases to be Iri'aled by super-speciality units. 

vil There should lie at least one. ‘Health 
Ihiit’ for 10.000 people* approximalclv at the 
(Iram-Panchayat level where mobile, medical 
units of PHC shall have to pay visit at least 
twice a week and have to he inanne'd by nmlti- 
purpose* health workers (MPIIW) undi'r the 
guidance of doctors from medical colleges or 
senior house-staffs. 

vii) Moreover, there should also be one firsl- 
aid lu'alth post for aboiil 2,000 people, to be 
manned by a rural health worker (KIIW). to 
he selected by the PIIC medical ofTicer from 
amongst local peojile of the village recommended 
bv tin* flrani-Panchayal, who has read up to 
class X and has nmlergone special training for 
six months in the PIIC to carry nut elementary 
lirsl-aid-cum-family welfare and work for con¬ 
trol of communicable disea.ses in his area. 

viii) The PHC. besides serving os a training 
centre should be the centre for co-ordinating the 
activities of not only the various types of cura¬ 
tive health care but also those of preventive and 
social health care such as control of malaria, 
fllaria and other communicable diseases, provi¬ 
sion for rural wat<‘r supply, health education, 
antitubcrculosis and antileprosv measures, 
mother-craft, family and child welfare, etc., and 
the improvement programmes having direct 
bearing on health and sanitation to be exectited 


through the Gram-Panchayat or Panchayat 
Samity (Block) with active participation of 
various grades of health workers, medical 
students, internees, house-slairs. medical officers 
of PHC and teachers of medical college. 

ix) Sub-divi-vimial and district ho.'-pitcds : 

a) There .should be one sub divisional hospi¬ 
tal (SDH) for about 5-lakh people, starting with 
lot) beds and gradually increasing the numbers 
to 2,50 in dilTerenl .specialities, i.e.. medical, sur¬ 
gical. eye and ENT. dental, ob.sletrics and gynae¬ 
cology. jiaediatrics. infectious diseases, chest 
di.sea.ses, etc. It should have outdoor treatment 
facilities to Serve as diagno.sik* and therapeutic 
polyclinii*s and also .serve as mid-referral hos¬ 
pital between PHC and district hospitals. An 
SDH should also serve as a training i-entre for 
^arious para-medicals and junior doctors and as 
a CO ordination and guiding centre for jiroviding 
health care through PHC. 

b) 'Phere should be one tlistricl hospital for 
iiboiil 20 lakh |K*oj>l(>. starting from 250 beds and 
gradually increasing the number to .500. It .should 
be e([uipped with various specialist departments 
both indoor and outdoor, i.e.. general medicine, 
cardiology, ncuromedicine, chi'st di.scases. skin 
and STD. eye, ENT. dental. Icjirosy, orthopaedic, 
snrgerv. general ‘•urgerv. pae<Iialrics, family wel¬ 
fare. obstetrics and gynaecology, infectiou.s 
diseases, radiology-radiotherapy, etc. It will 
serve as a referral ho.spilal for the PHC and 
SDII and mid-station between the medical 
college hospital (MCIH and snb-divisional hos- 
jntal (SDH). A district ho.spilal should also 
serve as an advanced Ivpc of tr.iining centre for 
liara-medieals and junior doclors and as a co¬ 
ordination and guiding centre both for I'urative 
and pn'venlive healih care. 'J’here should be jiro- 
vision for intensi\e rare unit, ressuscitation 
unit and casually care unit and facilities for 
blood bank, advanced biochemical tests, and 
advanced type of mobile and emergency care, 
unit so that it can respond to the call of 
emergency from a PHC and an SHC. 

x) There should be a health and socio-eco¬ 
nomic survey unit in e.arh di.strict to .study 
ecology, epidemiology, nutrition standard, sani¬ 
tation. etc., to monitor Ihi* imjilementation of the 
Socifi-economic and health programmes to 
rectify their weaknesses in time and to highlight 
the significant achievements. 


Per Capita Hcaltb Expenditure only Rs. 9.44 

The per capita orpenditure on healih in the rnuniry durinp ]!l74-7!i n-as r„ti. 0 44, the Union llrnlth 
Minister, Mr. Raj Narnin, said in the Raij/a .Saldia. In a written replu to Mr. M. M. S. Siddini. the Minis¬ 
ter said that among the States. Nagaland had 'he highest per rovita cTpendilurc with Rs. JJO.S't, and the 
lowest loas in Bihar with Rs. 4.09. In Uttar Pradesh it was Rs. .'i.Oft. 

The States where the per capita expenditure on health was below Rs. 10 included -Indhra Pradesh 
(Rs. 7.SS), Assam (Rs. 9.50), Gu,iarat (Rs. R..57', Haryana (Rs 9.99), Karnataka (Rs. 8.81), Madhya Pradesh 
(Rs. 838). Orissa (Rs. 6.93), Tamil Nadu (Rs. 9J81) and We.st Bengal (Rs. 6.78) - Times of India, '1-8-1977. 
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To express eoncerii for rural health eare lias 
heeoine (lie fashion of lh<' day. Inati^urafin^ with 
fanlares various fancy j)roji;ets to f^ive h«‘allli 
eare to people residing in rural raeas has been 
Ihe lime honoured practice of all I'nion lleallh 
Mini.sters since Independence. I’or these projects 
an universal intjredient is “liislanl doclors". 
They conu' in wilh \'ai ious names, such as- ‘Ititsic 
Doclor". ‘Baicfool Doclor’. ‘Pominunilv lleallh 
\\"ork(‘r’. Intnialifit'd or I'nlrained .Medical 
PraelilioiuM' elc. ^■arious schemes have heeii in 
O|*eralion like Primary Ih'allh (ienires. mobile 
dispetisaries. \arions forms of medical cami>s 
ami So on. Wilh ail llies<‘ ))n»jec1s, schemes and 
]>lans so far no )U‘«‘C»‘plibl(' dill'«Tence has been 
manifesi in Ihe health eare of the rural people of 
India. 

It has also become the fashion for poliiical 
leaders and leaders of various ort'ani-'alioiis in 
the connininilv lo crilicise modern medical prac 
tilifUiiTS. It is beinf,' asserted, often verv forcil)lv 
ami wilh some apparent rationale as well. Unit 
mod»‘rn medii'ine as praclisc'il today is suih'd 
for Ihe rich urban ]»opuIalion and thendore it 
cannot be the model for lh(“ people of India as a 
whole, lliolilly or wrouiilv manv believe lhal the 
M.B.lt.S. curriculum, as it is followed today is 
not suited for India. 

Iteci'iilly Ihr I'nion lleallh Minisler sc'cms to 
have develojied an a11eri'> lo modern medicine. 
Ilis solution to Ihe rural heallh care |iroblem is 
a hotch-potch Irainins^ for months to a ^roui) 
of people styled as ('.onimnnily Health Workers 
(barefoot iloclorsi who will be arnu'd with inedi- 
ciiK'S from all sy.slems. 

Now let us assume that modern medicine has 
failed miserably lo provide heallh care lo rural 
India. If so. let us anaivse an essi utial ingredient 
for the human survival or for that reason anv 
hioloyical svsiem thal is known on this Karlh. 
and its availability in rural India, namely, jiol 
able water. So far these .same |inlitician.s and 
rulers ha\e miserablv faili'd to Jjive ]iolable 
water suptdv not onlv to Imlians livin;,' in rural 
areas but also to thos«> who arc in urban an-as. 
Kven major cities in India do not have clean 
protected wale-r supplv f«>r all its inhabitants. 

.So if one accepts the above arffimumt. pro- 
In'ted Wider supply system is complete failure 


in India ami therefore let us nol waste; time and 
meine-y to suiiply polable water at all I ! ! 

That is the* ly|)e of loffic that Koverii tin* i>olicy 
makers ed' Ineliii and ultimately il is the health 
of the iiidion tlnd suifers. 

In my \i«'w there is no use for our friimin^' 
jjolicie'S and ideiiS unksss w'e* are pri’piireel to 
take Ihe sche-me lo the' iie-ople. eelucide them in 
the pros and e-ons and fhrou^'h them force- the- 
|ieililiei:ms to aeceiil the- rational and same 
jiedicies. ,\s it is. Ihe- tirese-nl |)eilitical le-aelership 
(iis alsei the- pre-eious one- in powe-r lor ne-arl\' 
Iwei ele-e;ides) eloe-s not see-m b) be ine lined tei 
fedlow the ivle-ii'' iiiiel vit-ws of le-ehnie-iillv epiali- 
fie-d pe-oplc nor it i.s intcresle-el to uplift Ihe 
sud'e-rint' nnissc-'. of Ineliii. 

.An ori'iinisidion like- 1M.\ shoulel think of wav.s 
anel me-;ms lo e elne-ale- the- public :inel nuik'- the 
jK'ople ed Indiii umh-rslanel tlnd the-v Inive- a 
ri'.'ht lo bine i-epial heidlh e-iire-. i.e-., e-\erv citizi-n 
hiis a riifhl to e hiim Ihe- be st lr(';dme'id If Pie-si- 
ele-nl .Shri Ne-e-lam Siinje-CN He-elelv e euihl be (leiwn 
If) Ne-w Yeiik for an r)peralie>n tinil ceiidel be- eleiiie 
by al Iciisl over 1000 doclors in Imlia in '.everal 
hundre-d ce-nlres. whv not an eiriliniirv citizen ? 
If the- Prime Minisle-r Sri Meei-iirji De-sai's wifi' 
nee-els hospilalis:dion at Jiis|ok Hospital, shoulel 
he- ned e-e-iise iieh'oi’.'diiik' avnrvi-dii airel urine 
therapy for rural peeiple. Se» also about Sri Itaj 
Narain. our ex-lTnion He-idlh Minisle-r. If he 
e-oulel I'l-I admilleel for a e-lie-ck uj) at Willinydon 
Hospital iind A.1.1..M..S., whv nol the same liici- 
lilv be maele- axailable to all citizens? 

I'irsl of idl. il is the* didy eif 1M.\ lo atinounc-e; 
that as doctors we do not have- anything like 
se-cond chiss of medicine-s and treatment for 
rural people. W<- Ihink that idl human beiiif’s arc 
alike. 

loir the sake of e-xam)de just look al Ihe case 
hisleu-y of .Shri Neelain Sanjeev Reddy. IIc went 
for a de-nlid care, a routine ehest x-ray as a pre- 
e)])e-ralive' preparation which reveah'd a coin 
le-sion. I.et us sidislilute Shri Ram of same a{?c 
k»rou|i from a village nearby Delhi Koinp to a 
de-nlisl for similar complaint eve-n to A.T.I.M.S. 
We-ll he- woidd have had a denial exlraclion. A 
moidh later ho sees a GP fe^r cout;h. Some courIi 
mixtures and aspirin for pain are }*iven. A fexv 
months later w-hen coush is ,stlll worse he is be- 
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treated with sonic antibiotics, later on to 
iiiilituberciilosis treatment. He might have laid 
pawned all his belongings to get these Ireal- 
inent. In despair lie might turn to 
homoeopathy, ayiirveda, iinuiu and miraele 
cures in luin. I’erhaji.s a year alter bis denial 
extraction lie is brought to u major civil or 
leaehiiig linsjiilal, where an .v-ray chest reveals 
inoperable caicinoma of lung with secondaries. 

Ibis is what is happ<>ning to our I'ellow citi- 
7 , 0 ns today. Should the 1M,\ Tall to the popular 
political sologaiis ol' rural health care 7 

I think we should demand that all citizens 
irnsspcclive ol whether he lives in the. Himalayas 
or the Lak.sharleep in .\rabiun Sea .should have 
ecpial chance, opjiortuiiily and laeilily to gel the 
most inodein. scicntilic, mcdii'al care. 

II the nalion can ju'oduce aeroplanes, sliijis, 
atomic hoiiih. s|iace sallclites why not medical 
care lor all .' l.el us not disciiminale belwien 
Indians dwelling in dill'creiit geograjihical anas 
ol the couiilry. 

. .Sc\eiaJ ol Ihe de\cloping and dc\(‘loped 
nations ol this World are utilising Ihe serMCcs 
. I nio'derii medical pracljlioners Iroiii India lo 
give health can' to their jieople but we in India 
haw mi''erahly tailed lo utilise, Hii'se e.vperls. On 
Ihe oilier hand, our jiolicy makers and leadfi's 
ha\'c (lc\clopcd a [lallmlogical haired bjwanls 
modern medical praclilioners. 11 Indian doi lors 
can share Ihe responsibihly ot gi\ing medical 
care lo jieojilc spiea'd over three continents why 
iioi lliey lie enlriisled lo give the same care lo 
their own |)eo[)le ' It i.s Itie political (U'cision. one 
iiiiiy I oncliide, that stands in ilie w ay ol gi(ing 
proper caie lo onr pcojile. 

ll IS e<]ually imjioi'lant to point out that health 
sliould not lie considered as a consmnjiliv e (‘x 
pendilui'e. II (he total economic los.s 'due to ill¬ 
ness is cnmjuilt'd one can very well realise the 
imporlance ol health as a productive inv<‘.s|meiil. 
At le; ist Ih-la ])('!' cent ot llu' total budget should 
be allocated tor health care ot its citizens. 

KDI C ATION : 

The most singular tac.lor that cun turn the lid'“s 
of ill lu'alth in the general population is health 
education. All school children starting from Ih ■ 
kiirdcrgarlcn should be taught about hcallli 
science, just as social science, general science, 
general matbeniatics, etc., which arc incliuh'd in 
the School curriculum. Health .science should be 
a comjniKsury subject to all cliildrcii at all 
levels of education iij) lo graduation. 

In health science the basic analcuny and phy¬ 
siology ot man should be taught. H. should al.so 
include tin' causes anti natural history of com¬ 
mon infectious diseases, their prevention. 


necessity ol environmental hygeme, need lor 
projier disjaisal ot humuii excreta and the irn- 
[>ortaiic(‘ ol using prolecU*d drinking waler. 
Does it need a great linancial outlay lo leach a 
child to use oid\ hoiled and liilcicd water V 

At a later stage in liiglier classes sex educa¬ 
tion iiicludiiig po])ulaliun dt'inogiaphy and 
family jilaiiuiiig should bo taught. 

Just imagine Ilie enormous heiielil the nalioiiul 
lieallli will accrue by having a national liealth 
eoiicalioM (iiogramme. 11 may jujI need any 
added huaiieial ouliay other liiim one more text¬ 
book and sulijeel lor studies. 

CUiU.Ml Mn lIKVL'Ill WOUKl'.liS. 

Jl is iieiessarv lo liave eommunily health 
workers. I heir training period should be tor 
one year wilh ha.-.ic (pialiliealinii ol secondary 
M hool cerlilicale. I'liey should be Iraiimd in Ine 
iiielhod.s ol pieveiiting prevenlahle" diseases in¬ 
cluding mmiunisaliuii. lialaia-ed diet, ciivirou- 
meiilal hygieiu- and lamily planning measures. 
They should not imderlake therapy lor alflic- 
lions. I'lieic .should he one such worker tor 
cveiy l OUh pojiul.ilioii. 

Ill order lo nmcliou eHeelively lliis cadre 
should he under the I iiioii (loverium'iil and not 
under liie Male or locid bodies mainly heeauSc 
ol Ihe tael that iiileetioiis do not respeel man¬ 
made houndaiies. 

jkk; roia:; 

11 we eonsider lhal all lliose wlaj call them¬ 
selves as doctors pin'dieat piaeldjoners) as 
emnjieleni lo look alter Ilie siek peojile, lh(.*n 
inth.'i .should nol have any [irohlein with iieallh 
eaie. Iteeaie.e we will iiave a doelur patient 
lalio ol t possiljly the higliesl m Ihe world, 

it We eompule. all praeldioners in modern 
medieine. ay iirv e'da. iinaiii. sidilha, liomoeopatliy, 
jialuropalhy, urinoiialliy. etc., and Ihe millinn 
and odd iiiujiialdied and niilriiined cjuacks. Then, 
vvliy tin re is a iuie and cry ahoul liar ni'ed tor 
more doelors. Ail people at all places in India 
are looking tor M.H.H.S. doelors and that is the 
truth. 

•Vt [ireseni there is an enormous vvaslag(“ of 
UK'djeal graduates beeau.se ol Ihe high pereeiit- 
age ot failures at inedi(‘aL studies. This is a 
tri'uu'udoiis loss. We could raise lliese pass 
rales to hi) jier cent or more I»y soilahle reforms 
at leaching, evaluation ot eaiididales and moda- 
lalies ol examiiialiou. It sueli reforms are 
ell'eeluated we can gi't IhO pi r cent increase in 
th(‘ iiumiier ol doctors coming out ol' oor medi¬ 
cal colh'gcs. 

These graduates should he given every 
possible encouragement lo set up practices in the 
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jjlaces ol llifir clioicf, be il the rural or the urban 
urea, lor tliis piirpo.st; a National Medical 
r'inance Cur|>oraliuii of India .should be set up 
with branches in all districts throughout India 
under tlu; Lnion (iovermneiit. Such a corpora¬ 
tion should gi\e loans to doctors setting ui> 
practice at rural areas at .'1 per cent interest per 
aniiinn repayable in 15 to 2U years and in urban 
areas at 7 jter cent per annum repayable in 
10 years time. I'he security for such loans 
should be only llte c({uipincnt, drugs and build¬ 
ings, etc., needed for the di.spensary or nursing 
hoine as the case may be. To encourage doctors 
to go to rural areas a grant of Its. U5,000/- 
should be gi\en to each doctor who is willing to 
slay and ]>ractise in rural areas for a minimum 
of 5 ycais, that is to say> they should be helped 
with a grant of Its. 5,00()/- per year. 'I'his is a 
very small sum conniarcd tt) the service the 
people l an gel Irom an M.fl.H.S. doctor. 

To begin with, Ihc National Medical I'inance 
CorjXiration should have a cajiilal of Ks. 200 
crores. INeii il oiu* imagines that u doclor on an 
average will lake Its. 1 lakh as loan, the inilial 
outlay will Ix'iictil 20,000 doctors and make 
them set ii|) practice with no cx])endilurc from 
thi; e-Sc.liecpier whereas the repayment of loan, 
can be used to fuiiher hnaiicc more doctors to 
set u]t jiraclice. bhery year aiiotlu'r Its. 100 
crori'S should he added to the capital of the 
National Mcslical I'inance (Jorporation until it 
reaches an oulhi\ oi Its. 1,000 crores. 'I’he (iov- 
criimenl will thus save an enormous amount of 
money which can be used to give protected 
water su])|>ly. Such a scheme will al.so attract a 
number ol doi'tors who aie abroad now to come 
buck and selfle down in India especially in rural 
areas. As an add(‘d induceineiil IhoSe who parc- 
tise for a minimum period of years in rural 
areas should be given preference for poslgra- 
diuile admission. 

OOVKUNMCNl' nK.M.TIl SiaiVICK: 

'I’lie (iovernment is sujijiosed to be giving free 
health care to all cili/ens. ^^'hat doi’S “free’’ 
mean 'I'he doctors, nurse.s anil ])ara-medical 
.staff do not work foi' nothing. It only iiu'ans 
that they are paid out of the national budget and 
the budget is supported by the jiatienls. It is not 
free treatment, it is depersonalised treatment. At 
the primary level of family physieian there 
.should not be any free Irealment. Kxcept for 
those w ho are declared poor, all the rest must lie 
charged, he it 10 paisc. It is coneievablc that for 
e.\pensi\e inve.stigations in a larger hospital, the 
procedures can be .subsidised. 

Ciovernmenl health service has been, by and 
large, a failure. Because of the inherent hierar- 


chial nature of bureaucracy with its adherence 
to bye-laws, rules, regulations, Governmental 
orders and procedures it wdll not be possible to 
tackle human problems like sickness and sulfer- 
ing. In fact the major civil hospitals have been 
useful only to politicians, bureaucrats and rich 
pcoj)le. Therefore, to expand the Government 
lieullh ser\iees in the curative aspect with a 
view' lo covering llie eiilirc nation will be a total 
disaster. It will function with the same, if not 
worse, ell'icieney as in the case of the now 
nationalised services like railways, airlines, 
road transport (whenever it is nationali.sod), 
civil supplies, eleclricily boards, w ater supjdy. elc. 
SKI.K KMI’LOVEl) DOCTORS: 

Self-employed doclors shall be the only solu¬ 
tion lor a national health care. This is so lu- 
caiiSe medical practice de])cnds upon tlie |)er- 
sonal rajiport between the jialienl and duelor, 
apart from I be inoiU'rn gadgelary iiee.led lor 
jiroper iiivesliguliim and trealiueiil. 'I'o aehie\e 
(bill a National Medical I'inance Gorporalion, as 
emjsaged earlier, will be an esseiilial pre- 
reiiiii.Mle. 

11 will aKo be a good iileu lo encourage more 
Indian doclors lo go for einployinml in eoim- 
liies ol West Asia, Africa, ele. It is iinliki ly lhal 
anyone of lliem will be able lo sdlle down in 
those eoimlries. On the nlher hand, they will 
relurn wilh largo earnings, eijiiijmieiit, ricli and 
laried experjenees and sellle down as self- 
employed ilochirs ill India, 'riiese doclors will 
maintain higher shiii'dards of practice hetause 
their |)eeiuhary needs are already salislied with 
larnings abroad and will be in a belter mood for 
real seiAiee lo their fellow countrymen. 

HOITL.VnON CONTllOI,: 

Population control should be treated as an 
uigeni neeessily. The country shouhl achieve a 
net icjmiduclion rale of 1.0 by the year lOtK). 
When m l reprodiirlion rale of 1.0 is reached it 
does iml mean pojiulalion will cease to grow hut 
it will take anotluT 0 lo 7 decades before 
slalionary pojndation is achieved. 

']'(> aeiiieve this the services of self-empIo 3 'C’d 
doctors should he used. 'I'he Government pro¬ 
gramme because of ils inherent inelfieiency and 
corruption will never aeliiove the largel. All 
ap]>liaiu'es and medicines used for ])opulation 
control should be given at a nominal cost 
Ihroiiglioiit the country to all praetilioners and 
l)eop)e. The self-employed doclors and their 
patients .should get all benefits in carrying out 
family ])lanniiig measures. 

MEDICAL EDUCATION AND MINIMUM QUALIFICATION FOR 
MEDICAL PRACTICE: 

The IMA should insist and demand that 
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EQUAL HEALTH CARE FOR ALL-RAUL 


M.B.B.S. should be llic miniinutn qiialinealion 
J'or medical practice in India in any form. All 
other Systems like ayurveda, unaiii> etc., shouhl 
be sul)jects of S])erialisatiun alter obtaining 
M.B.B.S. degree. 'I'liis .should be our mininuini 
dcmaiul. 

M.B.B.S. riirrieuliim is fairly nde(jiiale. wilh 
marginal ndorins il is possible lo raise the 
standard of medical education. But the main 
fault is not in the curriculum but in tlie medical 
teachers and leaching in.stitutions. A vast 
majority of leaching institutions being iiiuh'r the 
(ioxermnenti the familiar i>oli1ica! interference 
and curruplioii lia\e become, a permanent fea¬ 
ture* of our medical colh'ges. Il is nece.- sary that 
the medical colleges and atfiliated hospitals 
should hav(‘ a greater measure of autonomy and 
should he fr('ed Irom political inleiTerence. 

'I etu liiiiij shiU rile leaching stall' pattern 
should l)<‘ radu ally changed. The pieseni pyra¬ 
midal hierarehiid system should be scrajiped. 
Instead apart Irom the administrative need, 
members of the leaeliing slalf wilb etjual ([iiali- 
♦ications and minimum a years teaebing expi'ii- 
eiic.e sbould be treated on jiar as associate pro- 
lessors or in similar rank. Kach sueh teacher 
should be lesponsible for a Used number of 
.students, preferably not more than 10 at any 
gi\en lime. If the pass rale is less than UO per 
i.ent then llu- leacher-in-charge should cease lo 
be a niembi'r (d the stall'. 

There shoidd be two group.s in the teaebing 
stall'. One-hall ol the total member should be 
research orii'oted ami their up])ointmcnt should 
be bas(‘d on, apart from tin* usual qualilicalions, 
their research background. The teachers sbould 
be allowed lo go aluoad or to general Jicallh 
.service or to do priiale practice for fi years for 
evc'ry 10 years td' comidcted teaebing tenure. 
This \\ ill give them a refreshing period during 
which lime they can have experience of what is 
going on outside their academic cocoons. 


Exnntindlions — Concurrently no student 
.should be allowled lo repeal the examination in 
the same siihject more than thrice. The student 
should ha\e the freedom lo choose the lime for 
wrilleii examination within the minimum 
stipulated jieriod. In all e.xuminalioiis there 
shouhl be multiple choice questions with an 
agreed correct answer by the Board of Examin¬ 
ers in eai'h subject, .so that revaluation can be 
done any time. 

Apart from the [iresent university examina¬ 
tions tin* Medical Council of India should con¬ 
duct an all-India licencing (‘xarninalion before 
the graduates are given permani'nl registration. 
Initially lliis eaii lie limited to the eandidates 
silling for written iniiltijile clioiee papers. This 
will haye a saliilory ell'eel of getting a mininuim 
national standard for the M.B.B.S. degree. 

Posl!/r<nlttale-~U\ postgraduate studies, train¬ 
ing and self-leaching should be the main pallern. 
Didaclie leclures should be abolished, instead 
seminars with ])arliei])alion by the candidates 
and discussion in small group on topics of 
interest stiould be insliluled. 

Facilities of leaching institutions should be 
u)idaicd and inslnmicnls .-dioiihl be kept in good 
working eondilioiKS. 

Apart from iiniMTsily examinations the Medi¬ 
cal Council of India .should institute a National 
Board for ea<b speciality and conduct e.xamina- 
tious. riie Medical Councils and Cioverniiients 
should recognise only the ccriiticalc-holder of 
llie National Board as a S|)ccialist. 

('.onlintiiiu/ edtuation Plus sliould be an 
essential programnu; ami we sbould aim at 
having periodic examinations for re-regislra- 
tioi) willi the Medical Coimciis. Ihilil Ibis i.s 
nationally accepted a ininiimim atleiulencc 
slioiilil li* insisted on at refresher courses. 
Seminars and scienlilie sessions before giving 
re-registration. Be-registralion every live years 
.should be insliluled without further delay. 


E.ssenliul Element.s for Health 

You mny ask Tc/iat, within any range of elements, are those that are essential to the attainment of 
health for all. I suggest that they include adequate food and housing, irith protection of houses against 
insects and rodents; water adequate to permit rlcanliness and safe drinking; suitable irasie disposal; ser¬ 
vices for the provision oj ante-natal, natal and post-natal care, including family planning ; infant and 
childhood care, including nutritional support; immunisation against the major infectious diseases of child¬ 
hood; prevention and control of locally endemic diseases; elementary care of all age groups for injury and 
diseases; and easy access to sound and useful injormation on prevailing health problems and the methods 
of preventing and controlling them.-- H. Mahler, WHO Chronicle, 31: 492, 1977. 
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Health Care of Tea-Garden Employees 

r. K. c:iiouDiirRi 

Connener, Sub ('.omniillrc on Service Condilion uf Plunlntion Doctors, IMA (Headquarters) 

Ciilcutla 


Tea indusiry is one ol' India's largt-sl lurcign 
cxt'liangc us wdl as itVi'iiuc (in llic i'oriii ni' 
excise duty and cess) eariu'rs and though tlic 
exact luunber is not available, a])|troxinial(‘ly 
JO lakhs ol our countrymen are working in (his 
indusiry. While meilical benefit of the industrial 
employees is catered through panel doctors or 
service dispensaries under the provisions ol 
Employees Stale Insurance Scheme, lea em¬ 
ployees are enlilled to medical care according to 
(he ]iro\isions uf IMantalion i.abour Acl mIucIi 
lias jieen enacleil by the ('.enlre aiul enforced in 
the tea pioducing Slates with modilicalions lo 
suit the local i ondilion.''. The IManialion Labour 
Acl proxides that medical caie and medical bene- 
tils in the lorm ol sickness and nialernity bene- 
lils. etc., have lo be givi'ii lo their employees by 
the eni|)ioyei's, but it is not clear ainl unanibi- 
gnous about the medical care lo be given lo the 
em|iioyeeS and their laniilies. 'laking advanlage 
of the ambiguity aiul vagueness ol tlie proxisions 
ol the Acl the employers cider medical benefit 
to the emjiloyees and their families in Ihe way 
that suits them. As a result lea garden emiiloyces 
and their ilependunls are praclicall}' lei I at the 
merex and [ileasure of lhe.se employers so lar as 
medical care is concerneil. 

'rile limitations of the medical care and nnali- 
cal benelirs receiveil b> Ihe lea garden employees 
will be clear from an analysis of Ihe broad lea- 
tures of the Acl : 

J) The Acl prox ide.s that ordinary m<‘dical 
treatment ha.', lo be given lo Ihe employees and 
their di’pemlanls. I’or any specialised treatment 
employees or their ilependants haxe lo be 
relerreil lo the nearest central or grouj) hospital 
or the (ioxeinment hoS|>ital. A clear-cut defini¬ 
tion of ordinary medical trealmenl has noxvhere 
lieen given thereby leaving the <(nantuin and 
quaiily of the trealmcail ipiite vague, 'riie central 
bo.spilals and group Iwispilals are jiraclically 
non-c.visteiit, e.\ce|)lnig only the J’exv located in 
Assam. The neari'Sl (ioxernmont hos|)iluls, that 
loo of the type ol .sub-divisional hospitals or 
I’lICs. are siluated far away from most of the 
lea gardens. 

■2) The tea gardens are required under the 
Acl to maintain hospitals with a minimum of 
1(1-12 beds. They arc to maintain and run 


the outdoor dispensaries with the assis¬ 
tance of slair like pharmacists, mir.ses, 
dressers and other assistants. Majority of 
the lea gardens do not maintain any hospital 
at all. Where any hospital is maintained it is 
not xxorth the name. Evc'ii noxv Ihe majority of 
labour cases of female emjiloyees or wives of 
male enijikiyces are managed in the slums or 
setfleiiienls of lea gardens by indigenous dais 
which often result m xarious cuinjihcalions and 
even in dealh of both mothers and habies. 

3) The sickness and malernily fienelils jiro- 
vidcil under Ihe .Act are jiaid in a ino.'.l un 
sxslematic manner according to the sweet xvill ol 
liie emjiloyers. In most cases the dlilerale 
laboui'crs an- d(‘j)rixed of Iheir legiliinale dues. 

In a guild numlitu' ol lea gardens liiei'i. are no 
ijualified doctors al all and the enqiloyers make 
no arrangement lor regular check-uj) ol sick 
emj>loyci‘s and lot prexenlixe and curative 
trealmenl lor them and Iheir 'de|)endanls. 

I'ill noxv lea ganlens are exempted Irom the 
loxer of the lanjiloyi-es .Slate Insurance .Act and 
the (iovernment have so long maintained this 
stand jiossihly out of the exjieclalion tlial Ihe 
employers would caler medical bciielit to the 
enijiloyees as jier j rox isions of the Planlalion 
Labour .\cl. tioverniueid ex|)ecle<l that regular 
visits b> the otl'ii ials ol Ihe Labour l)e|)artment 
xvoidd helj) in the imjilernenlation of the ju’o- 
visions of the IMantalion Labour .Act thereby 
ensuring the ax ailabilily of medical benefits to 
lea garden einjdoyees. In fact these hopes of the 
tiovernnient haxe been belied, may be due lo 
either tin* failure of the oll'icials of Ihe Labour 
Dejiarlment lo cope xvith their oll'icMal duties or 
their neglect, wilful or deliberate, lo carry out 
the mspts-tion of each and every garden. Lack of 
jxeriodical inspections obviously gives an opjior- 
tunity lo Ihe einjiloyers to escajw penal j)rovi- 
sions of the Plantation Labour Act and reaj) the 
advantages of the lacunae of the Act. 

Since the .Act jnovides medical care for the 
employees and their deiuuvdants the total popu¬ 
lation entitled to medical care under the Planta¬ 
tion Labour Act comes to about iiU lakhs. Up-till 
now the emj)loyees have not made any cirorts 
to determine the doctor-population ratio for the 
garden population. Whereas the Indian Medical 
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Association thinks that the ratio of doctor-popu¬ 
lation should l)e based on the number of persons 
entitled to get the medical benefit, the employers 
are taking their stand on the basis of the total 
number of cmj)loyees onij'. (lonsecfueiilly, a 
huge work load has to be .shouldeivd by the 
medical officer of a lea eslatc and in spile of hi-> 
best elTorls he is not in a position to eater 
medical aid worth ils name to the population of 
the ('.state with the meagre supply of medicines 
plac.ed at his disposal. Moreover medical care 
does not mean only treatment of the sick. It 
cannot be isolated from ttie environmental fac¬ 
tors like sanitation, dwelling house, snpjdy of 
pure drinking water, etc. In sjiite of the fac.i- 
lilies of grants, subsidies and loans on deferred 
payment basis which are heing extended to the 
tea estates by the (;o\ernment, the living condi¬ 
tions of the tea garde'n employees including the 
sanitation and water supply remain in the same 
miserable slate as before. 

The hulk of the tea garden labourers consisis 
of Tribal jieople. The (iovernment has drawn uji 
direrent schemes A\ilh allocations of funds for 
welfare of Ibe tribal population. We do not 
know >vhat luC' been the fate of these; ])rojects. 
Rut in many gardens it can be found that even 
the stair (juarters and in some gardeius even th'- 
olTiccrs' (juarlers are no belter than hovels in 
the slum^. 

In a tea garden the entire administration and 
supply of daily necessilies are in the hands of 
the management of the g.'irden. Supply of 
rations, drinking waler. electricity (most of the 
gardens have to generate powers on their own 
arrangements), child welfare, maternity benelil. 
medical care and social welfare activities are the 
responsibilities of the management. 'I'liese res- 
j)onsibilities have been bestowed on them by Ibe 
Government and delegation of these respon¬ 
sibilities docs not absolve the Government of its 
obligations to the tea garden people, who are 


very much a part of the ])eople of this country. 

It is a‘ mailer of regret that even ,‘)0 years 
after Indepeiulenee the basic amenities of life 
including medical care are being demied to the 
tea garden workers and persons responsible for 
denying llie justilied henelils and lliereby deli- 
heralcly violating Hie provisions of the .\ct have 
been allowed h* go .scol free. During Ihe last 
‘1 years two delegations consisting of Members 
ol llie Parliament W(*re sent by the (loveriiment 
1o visit didVrciil lea gardens particularly in 
Assam and Norlli Bengal. They were expecled 
to give a detailed report of liieir on-the-spot 
survey. Bcporls of Ihese delegations, so far as 
we know, are yet to see the light of the day for 
reasons best known to the riovernnient. 

nu* Indian Medical .A'^socialion feels lhal this 
Sordid slate of affairs should he rlianged and 
proper arrangement for catering belter medical 
care and medical henetil to lea garden eiiijdoyees. 
who earn valuable exchange for Ihe country at 
the cost of their lieallh, shoidd he made willioul 
further delay. I| liirlher urges the Government 
to asses-; the working of the Plantation Laboni 
Act and amend the Act by removing the 
amhiguilics and vagueness of the provisions 
which stand in the way of workers receiving 
belter medical care, and wbicb also prevent doc¬ 
tors from rendering ctfcclive medical service to 
the former. IMA feels that improvement of the 
working condilions of Mie doctors and the para¬ 
medical stair as well as the convlilions of indoor 
and ouhlonr dispcn.sarics in lea gardens and Hie 
.s iting up of ceiilral and group baspiials need 
immediate aHcnlion. The Government particular¬ 
ly the I.ahour l)ei»arlm(nt luilh at Hie Geniral 
and Hie Slate level should wake u]) and do jus- 
Hcc both to this neglected seetion of population 
and the medical men wd)o have ebosen to serve 
in the most backward areas denying themselves 
the usual amenities of civiM.sed life and the 
opportunity of spinning money at ease. 


Plan and Policy 

Planning is clearly necessary in order that the people's health aspirations rruiy be realised Darina the 
past jew years, a national approach to hcolth planning, knomn as country health programming (CHP) has 
been adopted by a number of countries. However, a clear statement and understanding of health n’olicv 
(through analysis or review) are prerequisites for success in CHP, because all health planning must 
necessarily lie within the framework of the governraenfs health policy Further, poHcv decisions are 
needed in the planning process and in defining its tasks and limits. Therefore, planners ivho ianore 
policy only endanger the good results of their endeavours. 


On the other hand, the planning process has imrious possihle feedback effects on policy For examvle ■ 
It requires explicit policy statements, thus bringing certain subjccis to the political arena 
■ . reflect the rationale of policies, show how they can be implemented, and .show llicir finnn 

ctal and other implications. 

'It provides the policy-makers with instruments for dialogue, co-ordination, attraction of resources 
and continuity of action. ■' 


WHO ChroSe influence future policy-making.-C. Montoya-Aguilar, 
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Need for a National Health Policy 

Tl is unfoiiiiiiiiic llial (luring llic .‘U) years 
since ln(le])en(lencc India coiiM nol have a 
Nalional Ileallh Policy. Iniplcnieidation nl' any 
prof,'rainnu' willionl a ralional and cr)nipi’elien- 
sive policy is scH'-del'ealinf'. specially, when it 
eoniM'rns a serious ainl s(*nsi^i^■e mailer like 
health care of the people. 

In onr coiinlrv, afh'r Independence the exi)ec- 
tation of comnion men refjardinii healih care 
hecame underslandahly hit'll. Ihil in the perspec- 
live of Ihe nilint,' sedion of onr couniry Ihis 
problem, ^\hich lilerally concerns people's life 
and dcalh. did nol leceiw Ihe proper inipoi lance 
and i>riorily. 

Numerous I'.ommissions and Connnillees have 
been instil tiled In explore Ihe wii\s and means 
for proviilint; healih care for all, parlicuhirly the 
poorer sections of onr counirvinen. 'I’hcir recom- 
mendalions ha\c cilher been partly iinplemenh'd 
or nol implemenled at all. .Vs a resnll, 
the healih ciire s\s|em ]irevailino in onr 
coiinlrv. IS fiir helow Ihe minimum ex- 
peeliilions of Ihe people. An inlros|)eclion will 
revciil that Ihe main conslrainl lies nol only in 
Ihe thoiifjhi process of Hit' politicians, hnl al.so 
in lhal of Ihe people at laif'c. Even the techno 
erals. rt'Sjioiisihle for deliverinf; Ihe healih care 
are also snlTerin;,' from indecision ahoni Ihe 
nalure and system of health care lo he ])rovided 
for Ihe ]»eopie. 1’he confusion and coniradiction 
will he ajiiiarent from the two contradictory 
reports published by two •'overnment afteneies 
namely, the Institute of Economic Growth and 
the National Institute of Tlealih and Family 
Planniiif,' rcftardiiiR people's acceptance and the 
elTiracy of the Community Tlealih Workers 
Scheme. The first survey has charaeleri.scd the 
scheme as friistraliiif^ whereas Ihi* si’cond one 
found it to he very elTective and much liked 
by Ihe tieople. 'I'he reason for such a wide 
difference of opinion is not dilTicult to under¬ 
stand. 

Tlealih care has so loiif* been considered as a 
personal mailer. Tls consumer was the individual. 
.A medical praditioner of any discipline was 
siipiKised to cater to the health need of the con¬ 
sumer in compliant* with his likinft and his 
copacilv to pay for it. 

There was anolher trend of thinking amonRSt 
the philanthropTiisIs and social workers. It was 


the spirit of altruism—a good Samaritan feeling 
out of w’hie.h one likes to see others happy and 
healthy. As a result there w'as altempl at jirovid- 
ing some healih care for the backward section 
of the (leople as a matter of charily. This altniis- 
tic allilude is nol only prevailing in our coun- 
Iry. hill is also evident in many developed coun¬ 
tries. It is only a radical change in Ihe Socio- 
])olitical slruclure of cerlain countries like Ti.SSR, 
fdiina. etc., which has drawn the altenlion of Ihe 
peopK- to Ihe demand that health care should be 
a fundamental right of the people as much as 
their rigid lo have food, shelUT and education 
for Iheir hare I'xistence. 'I'liis is a new IriMul in 
conlrasl lo the spiril of charily and ])hilan- 
thropisiu. II comes us a mailer of right of the 
people. This changi* in llii' concept of health care 
System has made socielv Ihe consumer of healih 
care in placi* of an indiiidnal. This problem is 
deepening in Ihe de\eloped countries aKo. hul il 
is lu-l So ar-uh' Ihere. as it is in Ihe devidoping 
counlrie-'. This is so because the minimum 
slandard of li\ing of Ihe lowest seelion of Ihi' 
peopli' in these afl'luenl counliies is goml lo the 
exti'ul lhat it can mak(> the common toilers 
Survixe and sc-rve in Ihe inlcre‘^1 of Ihe ruling 
section. Nalurally Ihe ruling Section in those 
coindries can kei'p llu' people satisfied. |)ro\ide 
their basic minimum ri'cpiiremeid.'-' of fixing and 
make Ihi'in xvork. 

Th;d comprehensixe healih care for everv 
citizen is possible, could he demonsir.aled oidy 
in Ihe socialist comdries because thev have 
c([uided Ihe h<"illh «jf Ihe people xxilh |U‘odn<- 
tion. Those coindrii'S fiaxe proved lhal unless 
lu'alth is iixlegraled xxilh produclion. Ilu'rehv 
making il an integral pari of nalional dexclo|) 
meld. Ihe real ohjeclive of building a healthy 
nation xxill nol he possible. 

The ma jor proldem of colonial countries xx’hic.h 
have acquired Independence is that they hax'C to 
bear llu‘ legacy of their previous foreign rulers. 
The fy|»e of social order including health serx’ice 
System iniroduced by those rulers w’as inconge- 
nial lo Ihe countrii'S concerned and imposed 
upon Ihe peojde from above. These countries are. 
al.so faced with another problem, namely, 
whether they should maximise production first 
irnilaling the developed countries—the home¬ 
lands of llu'ir jiasl rulers, or should start afresh 
with a nexv idea of attaching priman’ importance 
to their manpower and use this huge manpower 
as an alternatix-e to modern mechanisation and 
achiexe maximisation of produclion in indiistrx' 
and agriculture. If Ihe lalor is accepted, as has 
been done by the socialist couniries. the health 
care for all toiler.'' has lo get top priority. 

.Another problem lieing faced by the develop- 
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ing colonial countries is the emotional involve¬ 
ment with their own indigenous systems of 
medicine, whicli could not for historical reasons 
develop cfl'ectively and scientifically in the 
course of fcAA' luitulrc'ds of years, hut still meet 
al least some nccc.ssitie^ of the |)e»)ple, for 
health «-are. 'I'liis indigenous system, as it stands 
today, is not capiil)le of competing witli the 
modern scientific medicine, hut remains as the 
carcass of a giant, who had once a mugnilicienl 
might hut now has hccoine »)nly a monument of 
pre-historic past. 'I'lie emotional involvement 
with tlie ])!isl legacy is blurring the vision of the 
authorities and tlu' people as well and standing 
in the way of its yoiillifid resurrection. 

The present system of general (“ducalion and 
medical education is ineptly inherited from our 
foreign rulers as if lias been llie case with our 
healih caic sy.slem. Our traditional system of 
education is sulfocated for want of fresh air and 
is carrying on a misei.ihle exislence because it 
has lost lo a great c.xicnl its practical credihilily 
for llie sliulcnls. 

The (|uestii)ii of socio-political characler of the 
•ouniry- its relation with the production and the 
producer and the educalion itself have to he con- 
sidiM'ed. if one has lo deal with the healih care 
System for the jieople, h<“»-ause (hey are intimate¬ 
ly related lo one another. 

The reason of failure to solve this vital jnoh- 
lem in the ]ias| and even after ae(|uiring political 
lnde|tendence is that the problem has never been 
considen'd in its totality. Wo know that the 
prohlem is a gigantic one. We are also aware 
thai a solution cannot lx* outline<1 :is a thumh 
rule and with inalliemalical precision. What 
IM.A wants to impress u|)on the administrators, 
political I'chelons, people and ev<'n the members 
of its own profession is tlmt it is lime to take 
cogni.sancc of the prevailing real state of alTairs 
in our country. l(» understand the factors hinder¬ 
ing planning and implcnrentation of total health 
care service for the people. So long the nature 
and system of health rare have been planned 
and implemented with the help of the experience 
and expertise of a few experts and the political 
zeal of the polirv makers. People were never 
taken into eonfideuce. Expenditure on healih 
care was never considered as aT\ inveslmcml. It 
w’as never integrated with pnjduetion and treated 
ns a part of the total national development. The 
developing countries like Cuba. Vietnam and 
China has .shown us the path as to how healih 
care for people can be achieved by involving 
people at every stage of health planning ami its 
execution, specially when the nation is saddled 
with multifaceted problems and development is 
handicapped by grave economic constndnt.s. 


That is w'hy we feel that people have to be taken 
into confidence. They have to be apprised of the 
real position of health care system ami involved 
in the health protection movement. Health care 
so long was limited lo the « nrative side only 
and intended lo eater to the fell needs of the 
people. Ihil it is generally accepted today 
that preventive measures arc more important in 
building up a licallhy nation. Prevention of dis¬ 
eases is directly dependent not on Itie Inidgc- 
lary alloealioii for health care, on the supply of 
teehiiical jieisonnel or even on the supply and 
availability of medieine hut upon tlie general 
living standard, nutrilioii. lu-altli consci¬ 
ousness and healih education. This ])oinls to the 
liasic fact about lift- neeil for re-organising social, 
(Toiioinic and (lolilical ^Irucliirc of tlie society. 

IM.V understands lhal in the present socio¬ 
economic slrucliirc the total hcallii care of the 
people is not po,ssihlc. \A'l)at it wants lo c‘rn- 
phasi.se and endeavours lo bring horn • lo llic 
licallli planners i.s the iii'cd for putting the 
health care planning in the right direction so as 
to maximise its hi-nelil evim under tile existing 
system. Tlie IMA is confident that willi lh(> exist¬ 
ing resourees nnu li heller result can lx* achieved 
if the authorities spelt out their mind and inten¬ 
tion about tlie nature, method and exlinit of 
health l are they intend lo provide for the pi’ople 
and if tliey make llie peoplr aware of the re¬ 
sources and the coiislraiiits whii-h are limiting 
their etTfirls. In oilier words, TMA wants that the 
leaders ol the nation lake the [leoptc and the 
medical jirofession into roiifideiicc vvilliout 
hlaniing one si'clion or the olhi'r for the hiniiiac 
and the lailiiirs of the healih care delivery 
system. The IM.\ also agrees to parliei]ial(‘ ami 
share the respousihilities of performing its own 
part as an organisation of tlie lechnieally (piali- 
fied medical men or medical technocrats who 
are basically responsible for delivering the 
health care. This is why the IM.A is demanding 
declaration of a clear-cut National Health Policy 
from the Government and urging the Govern¬ 
ment to initiate a national discussion on this 
very important aspect of life involving all the 
people, the politicians and the medical pro¬ 
fession. Tin* IM.A has oullined a policy hut it har¬ 
bours no such iirejudiee as to call it sacrosanct 
and it is ready to amend that jHiliev on logical 
grounds. There is no reason why a rational 
liolicy should not evolve out of this disenssion 
that will be able to take care of the health of 
every section of our countrymen. Eel us put in 
our ofl'orls with all delerminalion to invest our 
future generation with health and happiness. 

COURT PADA DUTTA 
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Association Notes 

IWIA Leaders Ufrc Members To Observe 
‘Natlonul Health Policy’ Demands Day on 
1st September, J97B 

The followinq mesxac/es have been rerrinod from the 
leaders of IMA railing upon the members of IMA all 
over the country to pul in all-out efforts to make the 
obsereartce of 'National Health Policy’ Demands Day 
on Jst September, 197?., a rompfete .'oifTe.s.s : 

Dear Members, 

1 weleome the derision of Ibr IMA In ob.serve the 
National lle.iltli Policy Demands Day. 

Let Ihe Day be an oi' asion 1o cn'ule a massive iiub- 
lic opinion m the country and induce the Govi rnnienl 
to enunciate its health policy to meet the tolal health 
cure of the people. 

S. Samuddar. 

Patna Past President, fM.4 

* * ♦ * • 

Dear Members, 

I miLst convey my heartiest eoiiBratulntions fo the 
members of the .Action Committee and the President 
ami members of the Indian Meitical Assm-i.ition for 
orKonisinj; the Demands Day for a 'National Hi'allh 
Policy'. 

The Indian Medual Assoeiatinii is the national cus¬ 
todian of Ihe Sv-ientilie and niodi'rii meduine and as 
spoke.sman of Ihi' profisssion it ovve.s this to the nation 
to bring to the seriou.s notice of the Ci'iilral and State 
Governments .md also the masses and all strata of the 
society the dejilorahle stale of Ihi' health care sy.stim 
existing today. Ideally tie' health care sytem .should 
provide compliMe eoveragi' and it should give the pub- 
lie access to all kuid.s of health care The "Primary 
Care" approach must hi' given priority at all li'vols. 
Wo must imnii’diately decide what i.s i';,.scnlial in 
kei'pnig with Ihc social c.xpi>d;i1ions and cc(>nom!c 
rapacity of the peojilc Thi’ pre.scnl (Joverninent at the 
Centre and the .state Governmenl.s have not yet spelt 
out in details their "Total Health Care Policy" and 
they seem to be indecisive in the matter of utilisation 
Of the resources and qualified medical manpower 
under n suitable national health .scheme. Sorting out 
and grading of ordinary and specialised medical care 
Is a very dlfflcult and demanding task and does not 
admit of easy or early solution. Reality and minimum 
need.s should never be lost sight of. The rural popula¬ 
tion in all areas can easily be covered by a well 
planned mobile medical service linked with the medi¬ 
cal centres and district hospitals. The Indian Medical 
A.ssociatioii and the medical profe.ssion of India would 
be happy to co-oper.ite in such plans and their imple¬ 
mentations. 

The IMA after patiently and painfully wailing for 

■ .10 years .sinee Independerue is fully jusliliert in re¬ 
questing the Government to chalk out a clearly deter¬ 
mined and decisive health policy in the light of our 
national medt-. It is e.s.-enlial that the Government 
spells cut jt.s healDi policy in all detail.s and tells the 

. people of the nature and exlenl of health care it 

■ deRii“«'.s to render to them and the constraints that 
there are m .attaining this objective. The demand 

'■ raised by TMA, we hope, will .succeed in bringing 
' home in ihe Central and .'ttale Governmmits the 
urgency, imporlancc and bonclUs of well planned and 
organi.scd medical care based on a comprehensive 
national health policy. 


The nation has lost a lot due to lack of a weU 
defined and clcar-cut ’National Health Policy . We feel 
that the time has now come to tell the Government 
how fruitfully and effectively we can utiUse our rare 
heritage and also fully utilise the advances in inodern 
medical sciences for health and welfare of our 
countrymen. Thi.s is the inherent right of free citizens 
in a dimocrncy and in our welfare State. 

1 hope our efforts on thus Day will be effective to 
the extent that they would pave the way for initiat¬ 
ing a di.stincl and clear thinking on our 'National 
Health Policy’ for today and tomorrow. I am confi¬ 
dent that the voice rai.sed by us on this Day will help 
to focus the attention of all concerned to formulate a 
di'linite policy for improving the health coverage, to 
draw up a bluc-iirint for the 'National Health 
Policy’ determining the principles, practice and im- 
plomenlation thereof. 1 am sure that all members of 
IMA, lh<> profe.ssioij and the public will fully co¬ 
operate in oh.serving tins Day, so that tlie nation may 
ultimately have a National Health Policy whirii would 
-.ti-,/,,!! (■'r.'i rif miHlii'.'il care, health and 


happines.s 

I hope the Demands Day will receive .a great 
national weliome and appreciation and will attain a 
grand success owing to the determination of the TMA 
and the eitizen.s of India to .secure their birth-right 
for belter health through a well planned and well 
defined N.ilional Health Policy. 

Shantilal C. Shi'th, 
Past President. JMA, 
Bombay Past President, MCI 


* * • • • 

Dear Colleagues, 

I congraliilale the Action Committee on their 
decision to ohserve I.st Reptember 11178 as Demand.s 
Dav for 'National Health Policy’. 

Thirty long years have passed .since we won Inde¬ 
pendence and yet our Government has not been able 
to snell out its National Health Policy. 

The medical profession in ganeral and the TMA in 
particular have organised several conferences, work¬ 
shop .seminars and discussions both at the Central and 
the* Stale levi-ls in close co-operation with health 
adniini.'-lraior.s, medical ('ducallonists and exports and 
forwarded to the authorities concerm-d their recom¬ 
mendations with volumes of literature on the sub- 
3 cct,s discussed. But all this seems to have gone to 
waste paper basket and our cries have fallen to deaf 
oars, It is time to rouse the consciousness of the 
massess and acquaint them with the correct picture of 
Health Care Programme In the country. The IMA with 
its network of branches all over the country will, I 
am sure, convey the message to the remotest corner 
of the country and educate the people about their 
right to get the best medical aid for themselves under 
a proper National Health Policy. 

P. R, Trlvcdl, 

Ahmedabad Past President, IMA 

• * * * * 

Dear Members, 

I have much pleasure to learn that the Indian 
Medical A.s,sociation has decided to observe an All- 
India Dav on 1st September, 1978 as 'National Health 
Policy’ Demand,s Day and I warmly welcome this 
decision of our national organisation. 

I am confident that the medical profession will not 
only rospnnd wholeheartedly to the call for ob.sendng 
the Day but will also do their best to carry this 
me.ssage of IMA to the massess to enlist popular 
support for this vital demand in their own intere.st 
and in the interest of the entire nation. There are no 
two opinions on that our National Government should 


86 



SUPPLEMENT 


a 


declare a National llcalth Policy, because without it 
national health care delivery system can never attain 
its objective of reaching all people. 

A determined Health Policy on national level will 
also rouse the intere.st of the medical profession and 
the people at large and ensure their participation in 
the reconstruction of national health. After a proper 
National Health Policy is drawn up, Government and 
other authorities concerned are expected to leave the 
negative path of passing on the responsibility for ail 
ills of health care delivery system to the doctors only 
and instead go ahead on positive lines for creating a 
broad-based health movement with participation ol all 
concerned to fulfil the objective of building up a 
healthy nation. 

J. Majumdar, 

Calcutta Past President, IMA 

* * * * * 


Dear Members, 

It IS the constitutional privilege and duty of any 
re.sponsible Government to provide good and iid<’- 
quale health-caie .service to its people. 

With the (lawn of Independi^nec our countrymen 
became aware of the advances in Science and Techo- 
logy and rightly began to aspire for the modern faci¬ 
lities of lilt- including those of iiealtli-eare. 

All llii'.se years tile Goveriirnenl made lofty pro¬ 
mises 111 this direction but were not able to fullil 
tlu'm. Their attempts became sporadic and inadeciuale 
clue mainly to tlie rci.soii that jilanning with reg.ird 
li health lucked an objei'tivo outlook and w;is loj)- 
.-■■ided. There has bei-n a rapid inerease in the nunibi-r 
'f medit.il men and women trained in the modem 
seienliiii. sjsieni of medicine, but it has not been 
mall lied witli i ri'iil i('ii of laeilities loi their uliiis.i- 
lion, fnste.id, substandard Ireatment m tlie name of 
rural liealfli care i,s lieiiig milieted on the eommunily 
fhrough Ihe iil-traiiied bands of Community Ileallh 
Workers with th(' inevitable prospect of iiu-roascd 
moibidity and niort.ibty. The services of untrained 
(liiacks also .ire being eulogised on the plt'a of en- 
eouragemenl ol indigenous systems ol medicine. 

We, who ht'long to the modern scientific .sy.stem of 
medicine, are being much maligned and misrepre.sent- 
ed. Not to speak oi row'du's, .sometimes even inc la\, - 
makers are lakiiig Ihe law into their hands and insti¬ 
tuting ill-rnotiv.iled enquirn-s, or mllieting in.sults and 
abuse.s and even personal assaults on ciualilied mt'di- 
eal men, imuh ol wlio.se time is taken up often m 
treating the mtj.si, trilling ailments of these VIPs. We 
have repeatedly told the Government of the net'd to 
envisage the nationalisaiion of health service.s in a 
phased manner as the ultimate solution for health 
care problems of our country. 

The tune has come for us to apprise the puliiic 
about our stand and impress on them our conecrn for 
the impending dangers from the present health policy 
of the Government The time has come for us to 
demand of the Government that it .should declare its 
comprehensive health policy. 

The Association has declared the 1st of September 
197H as the Demands Day for National Health Policy, 
Our Action Commit!ec’.s programme is being commu¬ 
nicated to all local branchc.s. I expect every member of 
the Association to observe the Day along with his 
colleagues and voice the demand for a National Health 
Policy which will ensure health care for all pcopio 
and enable the doctors qualified in modern scientiiic 
system of medicine to fulfil their obligations to the 
community and the country. 

J. V. R. Surma, 
President, IMA 


Dear Colleagues, 

Our motherland was freed from the foreign rule 
31 years ago and we have been celebrating 15th 
August every year with tlie solemnity and sense of 
national priao The nation has delimtely marched 
ahead in dillcrcrit Jieids which have contributed to the 
raising of the standard of lilc. We have been through 
five livc-Ycar Plans but planning in thi' matter of 
health care delivery, on which depends the well-being 
of the popuiation and winch m fact is responsible for 
greater production, has been far from .satisiactory. Our 
planners have not yet been able to spell out as to 
what type of health care they ultimately envisage for 
our people. 

So lar, the emphasis had been on strengthening the 
PHCs manned liy medical practitioners trained and 
qualified in lOti Medical College spread ail over the 
country and also on augmenting the production and 
availability ol drugs to meet the growing needs. But 
suddenly during the la.st lew yeais tlioughts seem to 
have gone a.stray and promotion of systems of medi¬ 
cine, which no longer exist even in the countries 
where they ongmalerl, has bi'cii thought ol and 
policy imtiatc'd to implement ttiem. Let us not lie mis¬ 
led by l.tie idea that these systems are cheaper and 
bi'ller suited lor our people. They look eh‘-ap because 
ol ea.sy uvuilabiiity ol herbal medicines locally. But 
when the expeii.MS involved in standardising the 
medicines in laboratorie.s and manufacturing them in 
a clean and proper niamier and payment oi identical 
grades ol salary a.s demanded by tiie practitioners of 
ihe.se systems are taken into aei ount, these systems 
work out to be costlier than the molern sy.stem, which 
IS rattier coining within tlie reach of the average 
citi/.en. Moreover while Kamily Planning is regarded 
as an integral part of llealui and Family Welfare, 
none ol these systems hold any proini.se in this direc¬ 
tion till today. Then wliy do wi' not utilise the 
expertise and the talent available in modern medi- 
ime, which alone can iius't the challenge of popula¬ 
tion explosion by edui.Uing people in the knowledge 
and use ol contiaeeplive nicasuie.s and making avail¬ 
able the .surgical protedure.s aceepted as the most 
elleetive ones tor eurtnng the birth rate 

Time and again liie mi'inlxTs of the prole,ssion (i.o., 
doctors trained and qualified under the Medical Coun¬ 
cil ol India Act) tiave been blamed for paucity or non¬ 
availability ol doctor.s in the rural areas. Since last 
year Government lias embarked on a scheme lor pro¬ 
viding liealth care to the villagers ttirough a band of 
Ileallh auxiliaries trained only for a li'w weeks in 
various .systems. 1 fad to understand why this hotch¬ 
potch as being passed on to poor villagers in the name 
ol health care. Ai'c they inierinr cilizeiis ? If not, why 
not provide similar lacilities to all citizens of Mother 
India ? Wc profess a eJa.ssle.ss society and we practise 
division between urban, semi-urhan and rural settings. 

Let us all rise as one man to dt'rnand from our 
National Government that it should declare its Health 
Policy clearly .stating therein what it propo.ses to give 
to its citizens under the national syslem of delivery 
of health care. Failure on the part of the Govern¬ 
ment to do this in time has created chaos, and the 
profession, which owes a duty to the jM'oplo, cannot 
remain an idle spectator ol the .same. 

Wo demand the aeelaration ol National Health 
Policy and to this end 1 appeal to all members of the 
Indian Medical A.ssociation, wherever they be to 
observe on Ist September 197t{ tlie 'National Health 
Policy’ Demands Day and hold meeling.s to apprise the 
pi'ople of the IMA's standpoint. The State Branches 
are requested to hold public debates to highlight the 
matter and ascertain the views of different sections. 
We hope with your active co-operation the Associa- 


Hyderabad 
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tion will bi> abli’ lo focus the attention of the* people 
and tije Government on the genuineness of our con¬ 
cern for tlic health of our countrymen. 

M. G. Garg, 

New Di’lhi Hony. Orneral Secretary, IMA 


Tlu' demand for a Nationiil Health Policy on which 
our As.sociation has issued a call to all members of 
the pr(des.sion may .sound an unusual one to those wlio 
ate at the helm of allairs of <he country. There is 
nothing unasual about this demand. Thi' IMA leaders 
havi been urging on the national leaders and makers 
ol the the 5-year jdans for the la.st 3 decades of In¬ 
dependence that a comprehensive health care policy 
should be framed in collaboration with the national 
body of (pjalilicd medical men- the IMA and that the 
medical iinileision .should be given due opportunity 
to serve tin ir motherland in llie .sphere of people’s 
health c.ire. Without such a policy, IMA felt, much 
of the ellbrls of the Govi'inment for catering to the 
health needs of the people was going waste and the 
poorer and backward .sections ol the people, parti¬ 
cularly lliose who live m the villages oi tins va.st 
country, wen being deprived of thi" minimum medi¬ 
cal care whieli they could legitimately expect from a 
National Government. IMA eoii.sistently tried lo im- 
pre.ss lai the Goveiiiinenl that their indecision regard¬ 
ing the system of medicine on whieh the country 
should lU'iiend in the main has not only causi'd a 
eoniusion in the natioii.il healUi eare delivery .system 
so long prevalent in the eouiitry, but has al.so aliect- 
ed the I'.spaiision of seii'iitilie medical care in the 
rural an-a.-,. The pleas like ri'luctance of qualified 
doctors to join rural .services or dearth of trained 
para-medii'al hands, wtueh are often cited as rea.sons 
lor non-availahility of .seientilie health care in the 
villages would have proved false ones had there been 
a fuil-lledged National Health Policy with lime-bound 
targets of cover.ige. Mernbeis of the medical profession 
ol the country would heartily welcome declaration ol 
such a policy by the Government and apportionmi-nt 
of their own responsibilities in implementing .such a 
policy in the interest of millions of people who look 
to them lor medic.il aid and relief and hold lliem 
ro.sponsihle or,blame them lor the failure lo get this 
relief everywhere and at all times. 1 believe this call 
for observance of 'National lleullh Policy' Demand.s 
Day would strengthen the cause of people's health 
eare and hel[> to put an end to the uneerlainty re¬ 
garding the direction in which the national health 
care delivery .system .should be conducted. 

P. K. Dulta, 

Dhnnbnd. Chairman, Action Committee, IMA 

Celebration of Golden Jubilee Year (1928-1978) 
of IMA 

Dr. J. J. Soud, lionij. Joint Secretary, IMA Ilead- 
quarlem, has issued the S^dlowimj circular to the 
Hony. Seciviarti-s of all Stalo/Tcrritorial Branches of 
IMA : 

On the advice of the President, IMA, the following 
cotrinnitees have been formed for undertaking various 
I'e.sponslbilities at the IMA Headquarters in regard to 
Golden .lubilee Celebrations: 

1 . SOl'Vl-.NIU I'.DMMni'KK 

(i) Dr. M. G. Garg, Hony. General Secretary, IMA— 
Chairman, (ii) Dr. P. K, Bancrjee, (ill) Dr. P. N. 
Anund, (iv) Dr. J. J. Soud, Hony. Joint Secretary, 
IMA—Ctmi'cner. 


2. PROGRAMME COMMITTEE 

(1) Dr. M. G. Garg, Hony. General Secretary, iMA 
--Chairman, (ii) Dr. L. D. Malhotra, (ill) Dr. N. K. 
Khosla, (iv) Dr. A. R. Sethi—Conuener. 

3. l!;.N’TERTAINMEN'r COMMITTEE 

( 1 ) Dr. M. G. Garg, Hony. General Secretary, IMA 
—Cnairman. (li) Dr. O. P. Kapur, (hi) Dr. P. K. 
Bancrjee. (iv) Dr. (Mrs.) Pushpa Sethi, (v) Dr. S. N. 
Gupta, Hony. Asstt. Secretary, IMA—-Convener. 

More members will be co-opieu to these Committees, 
by the Chairmen us and when necessary. 

Any correspondence with regard to the Golden 
Jubilee Celebrations may be made with the Conveners 
of these committees heneelorth, to ftieilitate ellicient 
and proptT action. The suggestions, the progress and 
reports of celebrations at .blate level, may also be 
lorwarded to the IMA Headqu.'ii'tiT.s witnoul delay. 


Involvement of Privalc Medical Practitioners In 
National Family Welfare Programme 

In eonnection willi the above a D.l» letter has 
been is.sued by the Additional .Seeri-lary aim t'oni- 
mi.ssif.rier (FW), Governineni of India, Ministry of 
Health and Family Weliare, New Delhi, to .ill iU’gio- 
nai Directors (FW & MCll). In cour.se ol a circular 
addi'e.ssed to the Hony. beerelai le.s ol all Stale/Tcri'i- 
lonat Uranehe.s ol IMA. Dr. M. G. Garg, Hony. Gene¬ 
ral Stcrelary, has drawn their attention to the eon- 
lerils ol the D (J. letter (reproduced below) and 
requested them lo contact the lieailh aulhonties in 
their re.speetive urea ; 


Mrs. Serla Grcwal, IAS, 
Aaditjoiiul Secretary & 
Commis.sioiier, (l''Wj 


Dear Sir, 


D.O. No. K. l(>0l(i/l'l/7l!-C A G (OS) 
Government of India 
Ministry of Health tsi. Family Welfare 
(Dept, of P'aniily Welfare) 
New Delhi, DateU l‘.i-G-JSVH 


Keeintly 1 attended a work,shop organised by the 
Indian Medical Association where way.s and moans 
involving the private medical practitioners was dis- 
cus.sed in detail. While recommendalions of the work¬ 
shop ail' coming to us and we shall eireulale them to 
all the St.ile Governments to take nm-.ssary action in 
consultation with the State IMA Brunches, one gene¬ 
ral point emerged was that private medical prucli- 
lionors who came to this seminar expre.ssed their 
keenne,s.s to help in family welfare programme, 
especi.ilJy in distribution of conventional contrueep- 
lives, but they complained that the Stat«> health 
uulhontii's do not assist them in tliis work and nor 
are thi'ir requests acceded to in the shape of their 
getting these supplie.s, etc. 

As you ari‘ aware, we have to involve all volun¬ 
tary organisations, particularly private medical prac¬ 
titioners provided they render account for distribu¬ 
tion of conventional contraceptives, like condoms, 
loops etc. to the Slate health autlmrities. You may 
like lo call a meeting of President of IMA of your 
State and have a dialogue with him and lind out 
what are the bottlenecks. Please locate the private 
medical practitioners who are willing to assist us in 
the implementation of family welfare programme. 

1 .shall be grateful if you kindly let mo have your 
comments after discussing the matter with the State 
IMA authorities. 

Yours sincerely 
Sd/- Serla Grewal 
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Back to normal... 



with fast-acting 

FUROXOIXIE suspension 

in diarrhoeas and dysenteries 


■ Quick recovery from symptoms 
and infection 

■ High cure rate 

■ Broad spectrum, bactericidal 
action 


■ Freedom from bacterial 
resistance 

■ Undisturbed intestinal flora 

■ Palatable taste 


Presentation 

Flavoured suspension in bottles of 57 ml. (2 oz.) 
(Before prescribing, see Product Information) 


Tablets in eatehcovers of 12. 


SMITH KUNE &f RENCH 


*Regd. Trade Mark 
FNS:PA IBInd. 
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MUCORIS 

NASAL DROPS 
COMPOSITION: 

Alcohol IP 3 OX 

Glycerine I P 6 0*4 

Sodium Chloride 1 P 0.9*,1 

BenzalLonium Chloride U S P 0 01 *4 
Alcohol content 2 85 / v/v 


INDICATIONS 1 

Pharyngitis-sicca, Chronic sinusitis, 
0/ena. Senile atrophy of nasal mucosa 

DOSAGE. 

2 to 4 drops to be instilled in the nasal 
cavity every 4 hours or as directed by 
the physician 

PACKING: 

Mucoris—30mt fluted bottle with 
dropper 


MUCORIS-E 


NASAL DROPS (1:1000) 
COMPOSITION: 

Alcohol IP 3 0 0 

Glycerine I P 6 0*1 

Sodium Chloride IP 0 9 « 

Xylometa/oline 

Hydrochloride N F 01 

Ben/alkonium Chloride U S P 0 01 >. 
Alcohol Content 2 85". v v 


MADE IN INDIA BY 

. THE FAIRDEAL CORPORATION (PRIVATE) LTD 

V, 142 48 S V ROAD JObESHWARI BOMBAY 400 OCO 


INDICATIONS 

Common cold, Arute ll■lnllls Nasal 
congestion, Sinii .itis 


DOSAGE 

2 to 4 drops to be irijfilled in the nasal 
cavity cveiy 4 home or as diier terl by 
the physician 

PACKING: 

Mucoris E-IOmI fluted bottle with 
drtipper > 


inmecin 

INDOMeTHACIN CAPSULES B P. 

en/ure/ comfort to 
arthritic patient/ by relieving 


hlocturnai pain 


Morning stiffness 




inmecin 

A unique low dose, 
better tolerated 
anti-inflammatory 
agent with marked 
analgesic and 
antipyretic actions. 

Available as INMECIN 
containing 
INDOMETHACIN B.P. 

25 mg per Capsule or 
INDOMETHACIN B P 
50 mg per Capsule 
in packings of 
1 0x1 0 Capsules strips 




A 


Sim 


mt m LABORATORIES 

STE'HFL. Switn HukI bombav 400091 

Piumoied and diitnbu'i'd by 

STERKEM PHARMA CORPORATION. 

KhiiB Industrial Estate, 

Saniacrut (Wssil, Bombay 400 054 


KTCWii /^nr 
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from of 

MMie 

SBXUAt 

INADBQUACY 

Assured 


With 

POTENZA 

-For the under 40's 

ROYAL ELPHA 

-For the under 50's 

VIROGEiM-G 

-For the over 50's 

ALL 

Outstanding 
NON-HORMONAL 
Rejuvenators 
of unfailing efficacy. 

Detailed literature on request; 



GAMBERS 

LABORATORIES 

Bell Building, 19. Sir P.M. 
Road. Bombay 400 001 
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AaiA’S SPECiAUTIES 
AOUN— 

Ampicillin Capsule and Syrup 

ECTOMYCIN— 

A complete Anti - Diarrhoea! 
Suspension. 

PEaOZYME— 

A suspension for amoebiasis, 
indigestion and colitis. 

QUINOGEL Compound— 

A dependable amocbit idal. 

ViaXRON 

A systemic alkaliser. 

AGILA PHARMACEUTICALS 

188, Achatya Prafulla Chatulra Road, 
Calcutta - 7(KK)04. 

Onuni GBKMOSOL Phone : SS-SSS/. 55-0714 


MEDICAL ADVERTISING? 

Let us chart your Media planning 

• Mcs.saKc Projection To Proper Clientele 

• Largest Circulation—Over 45,000 Copies Per 

Fortnightly Issue—In All The States And 
Even Kemote Areas 

•Covers Medical Profession-H o spi t al s- 
Clinics-Health Centre.s- Institutions - Etc, 

• Advertisements Or Scientific Instruments and 

Other Non-medical Products Also 
Accepted 

• Widest Keadership with Modest Advertise¬ 

ment Charges 

for details, please contact: 

Hony. Secretary 

JOURNAL OF 

IHE INDIAN MEDICAL ASSOCIATION. 

53, Creek Row, Calcutta-700 014. 


PlASnSURGf IttSTRUmitTS 
MJROWCC 


SPECIAL features; \ 

• Self Seating valve (1) \ 

• Leur Locke hub with removable cap to which i 

another drip, syringe or injection head can be fitted(2)] 

• Plastic wing for secure and comfortable taping (3) 

PSI I.V. Cannula is must in. 

• Intensive care units, • Coronary care units 

• Special care units, • Operation theatres. 


For further details of this and our other products 
please write to: 


a precision made, 
technically advanced 

INTRAVENOUS 
CANNULA ^ 




pace-iMlers In 
surgical plastict 


plorti /ur9e 
in/trument/ 

Panchsheet Cinema building, 
Mofussil plots. Amravaii 444 €01 


‘*3 


* PATENT APPLIED 
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The moment it is \ .- j 

felt that the patient '"x " ' 
is suffering from 

Amoebiasis, Giardiasis " 

or Trichomoniasis, 
the product which can be | 

prescribed with full confidence is... 




COMPEBA 


Metronidazole 



Tablets 


naa/IDPU-3/78 
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lOL 

WARDWCUUMUNIT 




A high performance 
unit for hospitals 
and nursing homes 
equipped with 
vacuum pipeline systems 


The lOL Weird Vncuum Unit is dosiqui'd to opnt.un off a vacuum pipolinu system for 
routine and emergency applications in wards and operation tfieatres. Itie compact 
and elegant Suction Controller Unit ensures maximum efficiency during use. 

Safety features The Suction Controller Unit and the Receiving Jar have 
several built-in safeguards to prevent overfilling and 
contamination of the pipeline 

Easy sterilization All components which may become contaminated are 
easily sterilized Re assembly afterwards is simple and 
straiglufoiward 

lot's tailormade system lOL has the capability to design and fabricate an entire 

vacuum pipeline system that is tailor-made to suit your 
requirements. 

Fo! further details, please write to the nearest lOL office. 


An associMie ol 


Indian Oxygen Limited 


SI P 34 Taratala Road, Calcutta 700053 


IOX/CAS-7;78 
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Mebex 


the 

beginning 
of the end 


tablets of mebendazole 100 mg 

To the lay mind, the term "Scourge of the 
Tropics" might appear an exaggerated 
description of the problem of helminthiasis 
in India. To the practised professional eye 
however, the phrase vividly portrays the 
endemic extent of this insidious condition, 
it is in the context of today's need for an 
anthelmintic that is effective in mixed 
infestations,that is simple, safe and 
economical , that CIPLA has introduced 
MEBEX. 

Extensive documentation rates MEBEX 
(mebendazole) superior to all earlier 
anthelmintics .. MEBEX (mebendazole) has 
also been assessed NUMBER ONE drug 
for helminthiasis ("Model List of Essential 
Drugs" -WHO Expert Committee). 


MEBEX is a remarkable broad>spectrum 
anthelmintic—with a proven cure rate of 
80-100 per cent against Hookworm, 
Roundworm, Pinworm, Threadworm and 
even the notoriously difficult-to-eradicate 
Whipworm. 

MEBEX acts by causing selective and 
irreversible inhibition of glucose uptake in 
helminths, resulting in their immobilization 
and death. MEBEX is poorly absorbed from 
the gastrointestinal tract, is remarkably free 
from side effects.and does not cause toxicity 
even in the presence of anaemia/malnutrition. 
MEBEX has a convenient dosage schedule - 
1 tablet b.i.d. for 3 consecutive days, both 
for adults and children. 

MEBEX is available in strips of 6 tablets at 
a most economical price. 


Mebex 


cm A 

the one-for-all 

once-for-all anthelmintic 


289, Bellasis Road, Bombay 400 008 


V Vf iXSWWt 
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IN 3 CONVENIENT 
D0SA6E FORMS 




1. TABLETS 

Each representing 250 mg. of 
Erythromycin Base. Red foil packs of 10. 


i ^ 2. CHEWABLE TABLETS 

1>'' " j" Each representing 100 mg. of 

a^W ' Erythromycin Base. Blue foil packs of 10. 

3. GRANULES 

Eachinl. of reconstituted oral suspension 
represents 100 mg. of Erythromycin 
Base. 10ml. bottles, with dropper. 

ALTHROCIN - 

ERYTHROMYCIN ESTOWTE 

* ptmits an aftactin ora! toata ofmadieation * iaetarieidal in action 

* offer. ’da rMga of antimietobia! application 

* prodacaa mota d^taodabla raanlta * miltolaratad 


'Si? # 




—tba pionaar bach maonfactorar iff irytbromycio Eatolata in Mia. 

% ALTHROCIN — the most potent antibiotic that worte. when others shirk I 

ALEMBIC CHEMICAL WORKS CO. LTD., BAROOA-380 003. 
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CALCIITTA 


AUGUST 16, 19 


Originals and Papers; 

1. Fcrtilily Viiluc of Semen in Reliition to Its 
Phospholipid Content— H. K. Hain ijca, (Mrs.) 

r. liancnca, H. C. Sen ... ... I'.tl 

2. Retd Index and Emphysema—Tejindar 

Sitij^h. Kainia (.’Ijainl'-a ... ... sii 

•I. Bacteriological Study of Urinary Tract In¬ 
fection—M g. Kliau. !■' L Tandon ... 'Kl 

Case Notes; 

1. Hereditary Ataxia—n, A insaf. Sifat Afzal >)■; 

2. Naevus of Ota -C, Oe. A K Lianerjcc. 

ti. N. Seal .. ... . ')} 

;i. Goodpasture's S.yndrome - Sipra Mukhorjec, 

!v S. Ciiuirh. (1. lUiagwa.t Itli 

d. Atypical Presenlation of Caries Rib—.Mam 

Cl'andra, K. .Sinlia ... ... 101 


Editorial: 

Chronic Obstructive Airway Disease 

Current Topic: 

Rickottsiosls in India : A Review— V. S 
I'adbidn X P. Gupta 

Notes and News 
Correspondence 
Reviews 
Obituaries 

Supplement; 

J. Association Notes ... 

2. Hraiich Notes 


SEDONAL 

the key to recovery from 
cardiovascular and respiratory diseases 

COMPOSITION 

fac/i tablet contains . Strips : 

Aminophylline I.P. 200 mg Dried Aluminium Hydroxtde 100 tablets 
Phenobarbitone B.P. 16 mg Gel I.P. 250 mg 2x500 tablets 











Remember, your antiseptic 
won't be fighting on 
neutral territory. 

Far from being a neutral territory, the 
surface of the skin is usually acidic-and 
the acids present can reduce the activity 
of antiseptics which may seem to perform 
well at the neutral pH of conventional 
laboratory tests. 

Oettol, however. Is not materially 
•fleeted by acidic pH. nor is it deactivated 
toy fatty acids or other skin secretions 
which interfere .with the performance of 
aome antiseptics. 

Oettol Is therefore fully effective on 
the skin, and its wide range of bactericidal 
activity covers all the common hospital 
pathogens, including problem organisms 
•uch as ; Paaudomonat aeruginosa. 

Escherichia coll. Staphylococcus 
aureus, KIsbsialla saroganas. 

Proteus species. 

Oettol brings about an immediate and 
Bubsiantial reduction in the number of 
organisms on the skin and confers a 
persistant antibactsrial protection. 

UNTAS/O.T.L.-3I/2012 


Used in the correct concentrations. 
Oettol has a gentle action and can be 
applied to the skin for long periods 
without risk of sensitisation or 
toxicity reactions. 

Full infoimation is available on request. 
Rackitt ft Colman of India ltd.. 
Pharmacautical Divition, 

41. Chowringhaa Read. 

Calcu«a70D071. 


DettoT fights 
pathogens 
on all grounds 
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THE ORAL ANTIFUNGAL 

THAT WORKS 

FROM 

■WITHIN OUTWARDS”.. 


PRESCRIBE 
BY NAME 

OrifnnginPG 

PG means a new 
Polyethylene glycol system 
for enhanced absorption 

The Fine Particle 
Micronised Tablets 
For 

THE RADICAL 

CHEMOTHERAPY 

OF 

DERMATOMYCOSIS 


TABLETS 


...ON 
SKIN 
HAIR & 
NAILS 


PG 


GRISEOFULVIN B.P.125 mg 


RENO WHERE QUALITY COMES FIRST 

/ 

Pharmaceutical Division 

CHEMICALS PHARMACEUTICALS AND COSMETICS PVT. LTD. 

Reno House, Sentacruz Bombav-400055, INDIA « Phone 538688 • Gram' RtNOLAD 
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tropics^ 




^Mebex 


the 

beginning 
of the end 


tablets of mebendazole 100 mg 


C!I\A 


To the lay mind, the term "Scourge of the 
Tropics" might appear an exaggerated 
description of the problem of helminthiasis 
in India To the practised professional eye 
however, the phrase vividly portrays the 
endemic extent of this insidious condition. 
It IS in the context of today’s need for an 
anthelmintic that is effective in mixed 
infestations,that is simple, safe and 
e cono mical, that CIPLA has introduced 
MEBEX 

Lxtantave documentation rates MEBEX 
(mebendazole) superior to all earlier 
.inthelmintics . MEBEX (qiebendazole) has 
also been assessed NUMBER ONE drug 
for helminthiasis ("Model List of Essential 
Diugs" -WHO Expert Committee), 


MEBEX is a remarkable broad-spectrum 
anthelmintic—with a proven cure rate of 
80—100 per cent against Hookworm, 
Roundworm. Pinworm, Threadworm and 
even the notoriously difficult-to-eradicate 
Whipworm. 

MEBEX acts by causing selective and 
irreversible inhibition of glucose uptake in 
helminths, resulting in their immobilization 
and death. MEBEX is poorly absorbed from 
the gastrointestinal tract, is remarkably free 
from side effects,and does not cause toxicity 
even in the presence of anaemia/malnutrition. 
MEBEX has a convenient dosage schedule - 
1 tablet b.i.d. for 3 consecutive days, both 
for adults and children. 

MEBEX is available in strips of 6 tablets at 
a most economical price. 


Mebex 


nriA 

the one-for-all 

once-for-ail anthelmintic 


289, Bellasis Road, Bombay 400008 


7/8 MBX: JA 1 
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EPSILON AMINOCAPROIC ACID 

The only 

Potent Anti-fibrinolytic Agent 
effective against any hemorrhage 
due to hyperfibrinolysis. 

Details available on request 



LIFE PHARMACEUTICALS (P) LTD. 

3/2B. Orient Row, Colcutta-I? 
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I^D^awyers • Doctors 
\r Engineers • Executives 
Other professionals 


Have you been planning to 
buy Mark 3 7 Here's the big break 
you've been waiting for I A unique 
low-interest instalment scheme 


now being offered by 


Indian Overseas BaiilL 


Take the right deriskm. 
Buy now ! 

AMBASSADOR 


THE SCHEME 


Pay Rs. 18,000/- 
now and drive out 
of the showroom 
in a brand new 
Mark 3. 
The balance 
may be paid 
in convenient 
instalments 
over 

18/24 
months. 


Alao fra* gift: 


An 91vistoent 




briefcBSn 


For fullptrtieulsrs. please come in person to : 

India Automobiles (1960) Limited 

12. Govt. Place East Calcutta 700 069 
OR 


Managar, Indian Oversaas Bank 

P-35, India Exchange Place. Calcutta 700 001 











August 16, 1978 


J, T. M. A. Advertiser 











vi J. I. M. A. Advertiser 


VoL 71, No. 4 


WHEN OTHER BRANDS ARE DROPPING OUT 

INDULABO PASTE 


The original four decade old tiine-lesied non-surgical 
intra-uteriiie therapy continues as the only safe and effective 

method for terminating pregnancy of 8 to 26 weeks duration. 
Advantages : 

* Minimal bleeding. * No Ho.spitalisation. * Low dosage. 

* Easy administration. * No Narcosis. 

Indulabo paste remains unmatched in safety to all other 
brands and methods used in terminating second trimester 
pregnancies. 

When safety is the prime consideration rely on Indulabo 
paste. 

Retail price of Indulabo paste refill tulje reduced to 
Rs. 20-29 only. 


Detailed literature available on request : 

HERING & KENT 


P.B. No. 323, 261/263. D. N. Road, Fort, BOMBAY-1. 


NZ-322 type AUTOMATIC SAMPLE CHANGER 



—■ lo radioimmunoassav invcstioalions wi'h 
samples labelled with I'*'' 

— njmber o1 samples to bo posilionod ir. 
the store ; 256 

— chantteable stores 

— evaluation of measuring results by piinler 
or computer 

— spectrum stabilizer 

— bench mounted 



auocirsE 5-r 


For further information please contact with - 

Or. R.R.L. CHOUDHURY 

USHA SERVICES AND CONSULTANTS LTD. 
Jeevan Tara Bldg . 5-Parliament Str 
New Delhi—11301; Tel.; 312115 


GAMMA MUvEK 

H-1509, Budapest. P.O. Box1.; 
Tel.: 853-144; Telex : 22-4946 





August 16, 1978' 


J. Z. M. A. Advertiser vii 



A high performance 
unit for hospitals 
and nursing homes 
equipped with 
vacuum pipeline systems 


The lOLW.ird VacuLim Unit is dcSKjnnd lo opornte off .) vacuum pipeline system for 
routine and omergoncy fipplications in v\<'rds fintf operation theatres The compact 
and elegant Suction Controller Unit ensuis-s maximum efficiency during use. 

Safety features The Suction Controller Unit and the Receiving Jar have 
several built in safeguards to prevent overfilling and 
contamination of the pipeline. 

Easy sterilization All components which may become contaminated are 
easily ster'ii/cd. Re-assembly afterwards is simple and 
straightforward. 

lOL's tailormade system lOL has the capability to design and fabricate an entire 

vacuum pipeline system that is tailor-made to suit your 
requirement:-. 

■rrr^B Foi further details, please write to the nearest lOL office. 


Indian Oxygen Limited 


A*t as»»Ji i.ito of • 

P 34 Taratala Road, Calcutta 700053 


IOX/CAS-7y7B 
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gastrointestinal 
rcdulariser of pro\)cd 

Value 

Bismozyme is a gastric sedative that gives 
the gastric region much needed rest by 
forming a protective coating on the Inflamed 
mneons membrane of the digestive tract. 

Digestive ferments present in it dissolve 
insoluble protein, albumin and fibrin and 
enhance the digestive power of the gastric 
Juice. Bismozyme is thus a perfect 
gastrointestinal regulariser of proved value. 



IsniiiZYmE 

The perfect gastrointestinal regulariser 


BastmDmg 


EASTERN DRUG CO. LTD. 


Calcutta-38 
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QUICKER. HIGHER PEAK 
SERUM LEVELS. 



WHh 

AAAPOUN 

Ea broad-spectrum Penicillin] 

ftom Hindustan 
Antibiotics Limited. 

Peak serum concentrations were 
higher and oc lurred earlier after the 
administration of anhydiou > Ampirillin 
than after the trihydrate form (J W 
Poole et at- Martindale, The extra 
Pharmacopoei i 27th Edition, 1977 ) 

Other advantages 

* Least serum protein binding 
'** Minimal adverse effects nn 

intestinal flora and renal tubules 

* Granule s for syrup with pleasant 
lingering raspberry flavour 

Last but not least the quality 
Hindustan Antibiotics, being the fust 
manufacturer' of Ampicillin base in 
India, have the technical knowhow 
to produce the best 

Warning Ampicillin is contraindicated 
in patients known to bo sensitive to 
Penicillins 

Available as capsules (250 
Cr 500 mg) and granules for 
syrup (250 Cr 125 mg/5 ml.) 


Forfurthtr n^orautioo p/«ua wtite to 
MMleal SarvhiM Diviaion, 



HNDUSIAN 

ANTMOneSUMnED 


(A Government of India Enterprise) 
Pimpri, Pune 411 018 


HMXBWN ANTBIOnCS. BETTER DRUGSi FOR 

Sstis HA-139Ar7a 










X J. Iri M. A. Advertiser 




VpU 71*Wo. 4 


IE3 B 
lEII 




[SI B 
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IDDDB W 


the 

keyword 
to ; 
controlled diuresis is 


Frunmid* B P 

• ORALLY EFFECTIVE 
POWERFUL DIURETIC 

• EFFECTIVE IN 
MILD TO MODERATE 
HYPERTENSION 

• MINIMUM 
ELECTROLYTE 
DISTURBANCE 


• SAFE 

• RAPID 

ONSET OF ACTION 

• EFFECTIVE WHERE 
OTHERS ARE 
INEFFECTIVE OR 
CONTRAINDICATES 


KIIMEX-«^TO CONTROLLED DIURESIS 

•I&'e unique PHABMACEUTICAL labs 83 B a C. Dr AnrtieBesant Road, 

Worir, Bombay 400018, 

O Regiaterai} Troclamark 
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ii/ Allergy may be 
due to various causes... 

..and effective treatment 
may require more than 
an antihistamine 


TABLETS/ELIXIR Trademark 

PERIIECA 





Ibvproheptadine hydrochloride and dex.imethasone. MSO)/ 




The steroid component contributes ^ 
towards rapid relief of 
allergic symptoms when common ^ 
antihistamines fail. 

antipruritic, 

antihistaminic, 

anti-inflammatory. 

Broad range of action m 
steroid-responsive allergic 
disorders and dermatoses. 

Supplied: Tablets Strips of 10 
Elixir Bottles of 57 mt 
Note: Detailed information is available 
to physiciart on request. 




!©■ 


adiaedllankC* hi U'« are sail 
CbMribulori Voilaa lumm 
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• 10% Mephenesin 

• Lavender perfume 

• No local irritation 

• Cleansable with water 

• Does not stain 
clothes 





RELAXYL 

OINTMENT 


FOR PAINS 
S 

STRAINS 


f 


FRANCO-INDIAN 
PHARMACEUTICALS PVT. LTD. 

20 OR E MOSES ROAD BOMBAY 4000)1 
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Nestum. 

baby cereal 

cream of rice 



*^>S;,jcefeal 




m 


l^oTnce 




The first rice ceteal 
enriched with 11 vitamins. 
Calcium, Phosphorous 
and iron 

• lOOg provides 306 calorie'^ rno wq 
proteins 

• Pre-cooked It alloiA/s instant 
preparation with the addition of milk 

• Gluten Free 

• Easy to digest Rice starch is more 
easily digested by the infant than any 
other starch 

O Can be given from 2 months onwards 

• Once prepared the mixture of rice 
flour, milk and sugar is extremely 
tasty 

• For variety, Nestum Baby Cereal - 
Cream of Rice - can be served with 
mashed fruits boiled or cooked 
vegetables and dais 

Instructions for use are given 
on each tin. 



Nestum. baby cereal 


Medical 




A GROWING 
CONCERN 
FOR IHE 
WORLD'S 
GOOD HEALIH..? 






medimpex 

Hungarian Trading Company 
for Pharmaceutical Products 

H/1808, Budapest 5. P.O Box 1 26, Hungary 


m"'-' 

That s what Medimpex is committed to foi 
all these years. Providing the basic pharma 
ceutical products the phaimaceutical in¬ 
dustry cannot do without In ns many as 
82 countries the world over. Only to give 
the world a new lease of life. 

Medimpex supplies Antibiotics Aniliuber 
cular Agents Ergot Alkaloids Hormones. 
Vitamins. Morphine Alkaloids. Organic 
Extracts Chemotherapeutics. Sera and 
Vaccines. Veterinary Sera and Medicines. 
Feed Supplements. ■ you d almost go bre¬ 
athless listing them 

Some of these ate hUnsavers, in fact. All 
exported through Medimpex; the Hungarian 
trading company for pharmaceutical pro¬ 
ducts 

Medimpex is entrusted with the product 
exports ofdlltheseieadiny worksin Hungary; 

• Chemical Works of Gedeon Richter Ltd 

• Chinoin Pharmaceutical and Chemical 
Works Ltd 

• Egyt Pharmaceutical W'orks 

• Pharmaceutical Works Biogal 

• Chemical Works Reanal 

• Alkaloidu Chemical Works 

• Phylaxia Veterinary Biologicals and Feed- 
s'ufts Co 

• Institute) for Serobactenological Produc¬ 
tion and Research Ffuman 


JAISONS 75S 
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HEMMTRON 

The right combination of essential hematinic factors in 
optimum concentration with Vitamin B, and Vitamin C 


• Iron-deficient microcytic, hypochromic anaemia. 

• Macrocytic anaemia due to deficient nutrition, 
malabsorption and pregnancy. 

• In cases of excessive plasma iron loss in menorrhagia, 
in)ury, operations Hookworm infestations etc 

• In cases of extra iron requirements of growing 

children i 


STANDARD PHARMACEUTICALS LTD 
CALCUTTA-700 016 





I 


For the first 
time in India 

KANCIN 

KANAMYCIN SULPHATE 
the bactericMal antibietic 



e%/>LAr r‘aas«‘>aloi^l/\ 


inutiiiiun ana 

CAPSULES 


KANCIN Injection 

for resistant systemic 
infections due to Staphylococci, 
Gram negative bacilli and 
M Tuberculosis 

Supply 

Vials route ining Kanamycin 
Sulphate B P C equivalent to 
0 5 G and 1 6 of Kanamycin base. 

KANCIN Capsules 
for resistant intestinal 
infections 
Supply 

Bottle of 4 capsules each 
containing Kanamycin Sulphate 
U S P equivalent to 0 25 G 
I of Kanamycin base 



Detailed information from: 

Alembic Chemical Woriis Compwiy Limited 

Baroda 390 003 






evrre5t/344dWACW 
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THEY BOTH ARE THE OlTEST AND THE BEST 


GASTRIC (ACER: 

"Of 16 patients with radiologicaliy 
demonstrable Gastric ulcer, 8 were treated 
with Deglycyrrhizinated Liquorice prepara¬ 
tion... while the remaining 8 patients 
received placebo treatment. Complete ulcer 
healing occured in 5 of the 8 patients 
receiving the active preparation. But in 
none of the patients in the control group.. 
No patient showed signs of fluid retention 
or electrolyte upset." 

(R.I.Russell and J.E.N.Dickie, J.Tner, 1968, 2. 2) 


coMPosrroN 

Each Capsule contains: 

L^lycyrrhizinated Liquorice 400. mg. 
(Containing less than 3% Glycyrrhizic acid) 

PRESENTATION 

Bottes of 15 and 100 Capasules. 



DUODENAL ULCER: 

"Deglycyrrhizinated Liquorice or a placebo 
were given to patients with duodenal ulcer. 
Of 28 who received the active medication, 
25 were improved, and in 22 the improve¬ 
ment was rated as good. In some instances 
improvement was confirmed radiologicaliy. 
The drug appeared to have spasmolytic 
effect. In six patients with gastric ulcer, 
extensive healing occured in each case". 

(S.N.Tewari and F. C.Trembalowicz, Gut, 1968. 9, 48) 


Manufactured in India by: 

ALKEM LABORATORIES 
PRIVATE LIMITED 

702-A, Poonam Chambers, Dr. A.B, Road, 
Worli, Bombav‘400018. 

IS) Registeied Trade Mark 
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first linn 
in Inriii'i 


: DOCTORS' DESK REFEREI^E 

i »r Ths most coiDprtlwnsiv* guidt f« llw busy docUir 

I THE SUNDAY STANDARD Fibraiiy 26. 197S 

8wit!ipiy|||ft ".detailed iniomation on every aspect of the practice 
tiitmtfiMii tnxiiciaa has been poblisbed." 

llliltMiNAiaaBts '■f'’* **“"*' ■"'* '"elude indices by 

brand names and generic names —the latter lor tlia 

m il SIRHIItt *"**'"■" 

iUPflHIl SUNDAY HINDUSTAN TIMES Apt! 23. 1978 

"The objective has been creditably achieved by pre- 
jiwrtsatsjj**’senting in a concise form the indications, actiors, lic-ses 
'• and clinical uses of practically all drugs avutlabls in 
the In-tian market." 

« _ "...the positive aspects of the book are ovirwheliB- 

—in#, including its moderate price." 

' ns. tio SecomiMdcif tjr Indian Medical Assuctat:uii 

over GOO pages 

ArailsUe at hading bookshops or order difsctlg from 
Send Rs 60+ RslO (Postage and Packing) 

■ AdvartisBrs Pwl. Ltd. 217 Rex Chambers, W. Hirachand Marg, Goc.b..; '''T '.’i 
6-2. Lajpat Nagar III, New Delhi 110 02-1 


»»»**** 
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COMBINATION 

"Combinations of drugs provide the most satisfactory 
treatment of invasive amebiasis, in ambulant cases 
of amebic dysentery, the TETRACYCLINES, with a 
'contact' amebicide active in the bowel lumen such as 
OliOOQHYOROXYQUINOLINE, combined with 
CHLOROQUINE to protect against hepatic invasion, 
have consistently yielded high cure-rates. Chloroquine 
and 'contact' amebicides without a broad-spectrum 
antibiotic, however, are relatively ineffective." 

(The Lancet July 2 1968) 


eradicate amebiasis ... 
with a three pronged attack... 


AMICLINE 

TETRACYCLINE HYDROCHLORIDE e DliODOHYDROXYQUINOUNE • CHLOROQUINE PHOSPHATE 


the original combination 


• ITS PAST GIVES YOU CONFIDENCE IN ITS FUTURE 

After years of wide clinical use AMICLINE^’still guarantees 
94% success. CTHo Lancet 1960,1. 76 77) 


• PROMPT AND POTENT 

• KEEPS YOUR TREATMENT WHERE THE TROUBLE IS 

• CONVENIENT AND ECONOMICAL 

(Si 

• AMICLINE being a combination of drugs overcomes the 
three problems involved in the treatment of amebiasis and 
eradicates amebiasis. 


GRIFFON 



laboratoires pvt. ltd., 

20, Hames Ro^, Bombay 40001J 
(Regmerad Proprietor of the Trade-mvrkslB)) 


Does not suppress normal intestinal flora 



PACKING: 

Cartons of 40 tablets in strips. 
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PLAIN and C ft a 


is the answer 


An outstanding iiinq tonic» pravents lung compilcattons sfi 
anaesthasia. builds bod^ weight and increases resistance. 

Available in pacl>Jnq5 of 228 mt. & 4S0 mL 

STAOMED TRIVAir UMirEO, CALCLfTTA-IO 


THE *msi CHOICE’ 
MENSTRUATION REBULATOR 


MERCURY'S 


ERGATAP 


CAPSULES 


A UNIQUE MENSTRUAL 
REGULATOR AND 
PROVEN UTERINE 
TONIC 




EACH ‘ERGATAr V 
CAPSULE IMPRINTED VM 

WITH 'MERCURV' NAME £1 
L FOR CORRECT OISPENSING Mi 


H -- - ''1 
* 4 ' ■ 




MERCURY 

PHARMACEUTICAL INDUSTRIES 

INDUSTRIAL ESTATE, BARODA 390 003. 

Associati<d Officii’ 

SHREEJI BHUVAN. MANGALOAS ROAD. BOMBAY-400 002 




3 BROTHERS 
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FROM THE MANUFACTURERS OFTH^ 

metronida 


Orogyl 



K % ^ 'O 


1 




tablets 

(Metronidazole I P 200 mg & 400 mg ) 


specially formulated for better patient 
acceptability and therapeutic action in: 

* Amoebiasis 

* Trichomoniasis 

* Giardiasis 

* Acute Ulcerative Gingivitis 

* Dracunculosis 

MARKETED BY 

THE FADOE/U. COnPORATHM (PnVAIEI DH, I 

142/48 Swami Vivakananda Road Jogashwari Bombay 400060. ^ 

made in INDIA BY ? 

ANANO SYNTHOCHEM PRIVATE LTD , makpaoa road ooMaivi.i taiuka kalyan pst ^han^_ £ 


PACKING- 

• Oroqyl 200 mq 
Suipj of 10 tabs 

in Boy “ of 10 dtrip*' 

• Oroq/l 400 irq 
Strips of lot lb 

in bCK j (1 10 stiipo 

•Also available as Oroqyl Syrup 
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Prescribe routinely 


i 


Oomma 

Globulin* 

(Human Normal Immunoglobulin 10% 8* 15%) 

an advance in the 
prophylaxis and 
control of viral and 
bacterial infections 


BHARAT GAMMA 
GLOBULIN is a 
superior biological 
because: 

1. it is made in laboratories 
known, world-wide, to 
be pioneers in blood 
fractionatioiv 

2. Human blood (not 
placenta) is used to 
ensure superior quality. 

3. Has a superior 
concentration of 
antibodies (20 times 
higher than that of 
normal plasma). 

4. A highly sophisticated 
technical process is 
used, ensuring maximum 
therapeutic efficacy 
and safety. 









FOR INTRAMUSCULAR 
USE ONLY 


pox, mumps & poliomyelitis. 

It can also be used in the 
treatment of antibody 
deficiency. 

IDEAL ADJUVANT: 

Gammaglobulin potentiates 
the effect of treatment with 
chemotherapy and antibiotics 
to a high degree. 




INDICATIONS: 

Gammaglobulin is used as a 
prophylaxis in various 
infectious diseases like 
measles, rubella (in pregnant 
women), infectious hepatitis, 
severe bacterial infections, 
burns, hypogammaglobulinemia, 
agammaglobulinemia, chicken. 


^ BHARAT 
SERjUMS & VACCINES 

Salts Offiea : 

27th Road 
Wagle industrial Estate, 
V THANE 400 601 


I 







■Journal of the 
Indian medical flssociotion 


fOLUME 71 
luMBER 4 


PVliLlSHKn TWICE A ^{ONTH 

EBiroIl—HPiSKAU UAY ('HAUDntllir, T.B.C.P.E., Pb.D. 


Calcutta 
Auous'i 16, 1978 


ORIGtNALS AND PAPERS 


Fertility Value of Semen in Relation to Its Phospholipid Content 

B. K. BANERJEA*. (MRS ) U. BANERJEA'^^ S. C SEN^^* 


I Received for publicstlon January 27,1976 ! 




While .sdulyinp the niiclenr reaclion of speriiialo 
j'.oa. Fculgcn and Roscnbeck (1924) observed that 
mcar.A of I'lesli liiir.ian si-nien treated willi ScIiiH's 
n - sidphiirous acid reagent, stained strongly 
middle j)ieec,s and tails v>f the sp‘-rms- allhoiigii 
^^4hesc par.s are devoid of nuclear material. Thes^- 
;|.Tesiill,', and consetiuent studies showed that the pro- 
ritoplasm of the cell possesses some chemical subs- 
;;.tt:incc which sUiins diffusely with Sehifl's reagent. 
■jf|but differs Irom niicleoprotcins in being soluble in 
'5^at solvent ethanol. SuKsequent research works 
'^l‘’culgen and Ber.sin, 1939; Eculgen cl «/.. 19.'^!) 
■^tade believable that plasmalogen, a group of phos- 
holipids, caused the staining effect on the cell. Tiiis 
hospholipid according to Lardy and Phillips (1944, 
945) is of gicat importance as a s«njrce of oxida- 
VC energy. The mechanism of utilisation of ihi-. 
’e.scrve is regarded to involve hydrolytic cleavage 
f pho.spholipids, followed by an oxidation of the 
tty acid portion vin the citric acid cycle, and cou- 
ied with aerobic phosphorylations. Moreover, th • 
iipid content in the sperms perhaps helps in wani¬ 
ng off the acidity of the vagina as is viewed l-v 
edenz (1924). Therefore, it is not unwise to think 
tat phospholipid concentration can alter the qua- 
ity of the semen. With this conception of presciise 
f pho.spholipid in the .sperms, quantitative e.stim:i- 
ion of phospholipid was carried out on the normo- 
ipermic, oligospcrmic and azoo.spermic individuals. 


ndini (lundlii Mi'diciil Cullogi-j Nngj'i r (Xu- 

position, N'.-igpiir 
‘.r * l^l.h.b.b., M.J)., Hi'udoi ill Pliyi-iiiliigx, .Vi pi" 

; Pnifi’SHor of PlosioJiigy^ Mcdu-.id Collogji Auii.iiji,it);i.l 
** Al.Si!.^ PJi.D., Ui'.iidcr ill l)iocli''iiiii.try, ,'i(iv!'iii 
^.inenl, Mpilica) (.’.ollogc Nagpur 

D.T.M., M.l)., Doan and )V.)fo.is.,r 

of Physiology 


MaI)''UAI ANtt MniKtD 

Tn 580 subjects of normal health, of age group 
between 21 veais aiul 40 years, semen examinations 
were carried out. Tlie siibjecls were asked to come 
after an ab.stinenee of 4 davs. Semen samples were 
collected by masturbation in a clean wide-bored bot- 
tl-e. Semens were examin'tl within an hour of dis¬ 
charge, after its liquefaction. Besides the examina¬ 
tion of speriTi count of semens, sperm's motility, its 
viscosity and volume, the pho.spholipid content of 
.semens were aKo estimated. 

The sperm cell loiint was determined after the 
method described by Buxton and Southam (1958). 

The motilily of the spermatozoa was determined 
by putting a drop of semen im a clean dry .slide, 
placing a cover slip over it, and examining several 
fields under high power magnilication. The per¬ 
centage of .spermatozoa that progres,sed directly across 
the microstopic field was calculated in .several fields 
for each sample of semen. The average was ex¬ 
pressed as the percentage of spermati'zoa having a 
good late of progression. 

For csi’inaling the phospholipid, the lipid phos- 
pliorus was determrined by the modified method of 
Youngburg and Younghurg (1930) using the phos¬ 
phate procedure of Fiskc and Suhba Row (1925). 
Phospholipid values were calculated by multiplying 
lipid phosphorus values by 25.2. 

One ml. of 'cmcn v/as taken in a 20 ml. marked 
widc-rnoulhed test tube with IH ml. alcohol-cllier 
mixture (3 : I). I'his was then heated to boiling in 
a water bath. The volume of the mixture was made 
20 ml. by adding 3; I alcohol-ether mixture again. 
After filtration through a fat-free filter paper. 8 ml. 
of the aliquot was taken and evaporated. Then a 
was digested with 2.5 ml. of 5N sulphuric acid 
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an(! the remaining piocccliirc was followed as recom¬ 
mended hy Younglnin: and Youngburg (he. cil.). The 
reading.s were taken in KIcu-Summerson colorimeter 
using wave length of 660 niillimieron. 

l-'urthcrinorc, 110 semen samples were taken from 
iiormospennies where 3 subdivisions were made in 
each .sample ; fi) Semen, (.i) seminal fluid, and (iii) 
washed sperms from semen, listimation of plios- 
pholip.d contents of (i) semen, (li) seminal fluid, 
and (iii) waslied sperms from semen Were carried 
out. 

COl I.Ct'lION ()1 SCMINAl I'l.ASMA: 

To obtain spcrmalozoa-free seminal plasma, Ro/in 
(I%0) methc'd was fnllowed where whole semen or 
supernatant fluid w.is centrifuged. The following 
method w.is employed : Semen or supernatant 
fluid was centrifuged at the rate of 2800 rpm for 
1.*) to 40 minute,, using a centrifuge. At intervals, 
during the course of eenlril'iigation, samples of semi¬ 
nal pla.snia were removed for cxaminalit'n. When 
no spermato/oa, cither motile or non-motile, were 
foutul on examining several microscopic fields in 
2-3 spreads of seminal plasma, centrifugation was 
discontinued. Seminal plasma was removed from 
the semen .sediment immediately after centrifuga¬ 
tion. as the higlils motile spermalo/.oa were liable, on 
.standing, to invade the cell-free plasma. The sedi- 
incni was taken as sample for the sperms. 

OU-SIiRVATlCJNS 

Out of 580 subjects of age group 21 years to 40 
years .studied. 178, 328 and 74 were normospermic, 
oligosfXTmic, and azoospermie respectively, 'fhe 
result of examination of semen for .sperm count, its 
volume and si.scosity, sperm motility as well as phos¬ 
pholipid con'.eni is sbow'n in Table 1. 

Pho.spliolipid content obtained in normospermia 
was 4‘K5.2 i 32.5 nig./iOO ml. semen. In the olig.i- 
.'^permie groups, spei iii emmts of 60 to 80 niillion/ml., 
40 to 60 million mi.. 20 to 40 million/ml. and up to 
20 million'nil., tlie phospholipid concentrations were 
found to be 360.5 4 lo.s. 338.2 i 8.2.. 298.5 -• 12.2 
and 17(1.7 j- 26.5 mg.'100 mi. of semen respectivel\. 
The mean value of phosjilu'lipid determined in a/.oo- 
sperniij was 78.0 -i. 3.2 mg./lOO ml. of semen. So 
the phiispliolipid ccniteiit in azoospermia was found 
nuieh less in quantiiy in comparison to the oligo- 
spermi.i or normo,permia. Again, the oligospermic 
cases slmwed eompuralivcly lower content of phos¬ 
pholipid in semen in respect to the normospermics. 
lienee, a sciiucncc was observed in the result which 
showed increase in content of pho.spholipid level in 
Kcmen wiih increase in count of the sperms. How¬ 
ever. fo.'- confirmation of this view, 110 semen sam¬ 
ples of different .sperm concentrations were sub¬ 


divided each into: (i) Semen, (ii) seminal fluid, 
and (iii) only sperms. The result showed the highest 
concentration of phospholipid in the ‘only sperms’ 
samples out of the 3 subdivisions (Table 2). 
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Discussion 

OuanliUilivc estimation of phospholipid was done 
on semen of 580 individuals. The result showed 
increa.sed level of pho.spholipid concentration in 
normt'spennies in comparison to the oligospcrmics 
or azoosperinics. In oligospermic cases, again, phos¬ 
pholipid content was found to be more than that in 
azoospcrmic cases. Therefore, it was observed that 
with the increase of sperm concentration, pho.spho¬ 
lipid level in semen became elevated. This obser¬ 
vation was further confirmed as shown in Table 2 
where ‘only sperms’ samples showed more pho.spho¬ 
lipid content. 

niis study showed that pho.spholipid content and 




sperm count were proportional to each other. Tlierc- 
fore, it would be worthwhile to mention that esti¬ 
mation of pho.spholipid in semen samples gave un 
suggestive informations of the quality of semen in 
relation to its si^cnn concentration. Furtlier inves¬ 
tigations and estimations of phospholipids on indivi¬ 
duals in a larger scale, however, can give us a direc¬ 
tive regarding the quality of semen, when and be¬ 
low what range of phospholipid concentration, 
semen can be reported as azoospermia, oligospermia 
or normospermia. Therefore, |K)ssibly phospholip d 
estimation in semen may be considered as one of 
the tc.sls for investigation of sterility in the male 
partner. 

Sl'MMARY 

Ouanlilalive esl inalion i>f phospholipid was doiH 
on semen of .*iXO individuals. Out of 5'^‘0, 178 wcie 
riormo'peimies. 328 oligospcrmics and 74 were a/oo- 
spermics l*lu)-.pholipid content was found maxi¬ 
mum in the norniospeimics, then in the oligospcrnn'cs 
and minimum in the azviosperinics. Besides tiicx: 
observations, examination of 1)0 ‘■i.-nicn samples, 
►.'here .3 subdivisions were m.ide in each samp;: 
(ss*men. s.vn''.;al fluid, and only spcrmsl, to study toi 
phospholipid lonieiit. the maximum level ol oho.- 
pholipid was fouini in the ‘only sperms' samples, 

Thsiefore, it may be said, with all these liiv.liniis. 
(hat vjilli the increa.se of .siK'im count phospholipid 
level rise':, Jn other words, phospholipid csiinia- 
lion may give some suggestion regarding the qualiiv 
of Semen. Further observation of plK'sphivIn* d 
conieiU in semen of individuals in a larger s-ale. Ivmv- 
cver. mav give us a directive regarding the qualiiv 
of semen and probably be considered as v*ne of tlis* 
tests for investigation of male infertility. 

.\( KS'OU I.I.IwOll'.NT 
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Reid Index and Emphysema 

TPJINDAR SINGH*. KAMLA CHANDRA** 
i Received for publication January aS, 1976 1 

The close association between chronic bronchitis 
and emphysema is well known. Wlierc emphysema 
and ehroiiie bionehilis arc found togetijer, the em- 
phy.sema might havi' been preceded by chronic 
bronehili'- or each may have d-evcioned indepen- 
d'cnlly of c'lch other. C’linically, eiiaraetcristic fea¬ 
ture of chronic broneliiiis is the production of mu- 
eohj 'puiLim. Palliologiealb', it i.s due to hyper¬ 
trophy of mucous glamis wh'eli is tlie morphological 
yardstick tor (lie diagnn-.is of chronic bronchitis. 

A ciuick and .simple method of a'ise.ssing gland 
hypertrophv is by reference to the ratio between 
glaiul llii;k:iess and bronchial wall Ihiekness (Reid. 
I9W)). Re d index is dclined as the gland to wall 
nili ) of the bronchus, wall as the liiickne.ss from 
the Ivoemeni membrane of the bronchus to the in¬ 
ner nericlioidrium of tlie cartilag'! of bronchus. In 
healiliy iiKiividiial.x. the mucous glanchi of the bron- 
ciiial wail are not hypertrophied, 'rherefore. the 
Real index varies from 0.15 to 0.35. In chronic 
br(''ieliltis. there is .susiained mucous gland hyper¬ 
trophy and llicrcfotv Reid index increases some- 
linii's np to even 0 8. A study of chronic bron¬ 
chitis. as asscs.scd morphologically by measuring 
Reid index in cases with and without emphysema, 
is discussed. 

MatI'I'im. ano Mi-Tiini) 

Necrop'.y mutciial vv;is av'ailahi,-> from 100 con- 
.s'ccuiive medicolegal autopsies. One luag was stu¬ 
died in each c.isc. The lung, was inllaled with aque¬ 
ous form.'dm at a positive pressure of 2.5-30 cm. of 
water for 3 days. Then, the bronchus was tied and 
the hmg kept in formalin f-.ir one v/cek. The lungs 
were th.'cn cut into '.agiltal slices 0 mm. thick .'snd 
barium siilphalc impregivUion was done. The sli¬ 
ces Wi-iv c.x.an'iiied iind-er water by a xli.s.'-e.ting 
micro,scop.'. Abnormal air spaces of 1 mm., or 
more in s /e with or without deslru'..t'.in were taken 
as cmphy.sematous areas tliemd and Iziika'xa, 1%4). 
Assessment of the d'.'gree of cnip’iysema was made 
as trace—when ics.s Ihun 5 per een; of die lung paro-n- 
chyma vvas affcclcd, mild ■ when 6-2.5 per cent of 
the lung was alfectcd, moderate- when 26-50 per 
cent of the lung was involved and severe - -when 

I)''[ifi''tiin>iii, mT l’,,ili'i!iig',, Miii.liiiui \y‘.> i lOiitii.t! 
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mote than 50 per cent of the slice showed emidty- 
sema. 

From each lung two transverse sections were 
taken from the upper and lower lobe bronchi. Tis¬ 
sues were routinely processed, embedded in paraffin 
wax and cut at 5 ii thickness. Microscopic exami¬ 
nation was carried out and changes in the epithe¬ 
lial lining of the bronchi and mucous gland hyper¬ 
trophy were noted. From each section of the bron¬ 
chus, Reid index was calculated by measuring the 
gland thickness and the inner wall of the bronchus, 
i.e.. from the basement membrane of the epithelium 
to the inner aspect of the perichondrium (Fig. 1) 


w 
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Glands situated behind or at the side of the car¬ 
tilage were not considered. These measurements 
were made with a micrometer in the eye piece. Six 
rcading.s were taken from each bronchus. The ap¬ 
parent maximal thickness of the glands was mea¬ 
sured exactly on the same line. Reid index was 
calculated for each set of measurement and the 
mean of thc.se ratios was taken as the final figure 
for each case. 


Observations 

Of the 100 cases studied, 39 cases showed emphy¬ 
sema. It was observed that trace emphysema was 
present in 15 cases, mild emphysema in 15 cases, 
^moderate emphysema in 6 cases and 3 cases were 
affected by severe emphysema. 

It was seen that 27 of the 39 cases with emphy¬ 
sema had Reid index more than 0.45. It was also 
observed that 16 of the 61 ca.ses without emphysema 
had R^ index more than 0,45 (Table 1). 

Thilleen. pf the cases with emphysema had Reid 
index more than 0.5S which is indicative ot marked 


Table 1—SHOwoia BsLATioNsinp esTWEEtr Beid IiinBX 
AND EhPBTSBMA ' ' 


Reid index 

Nosof 

cases 

No. of eases without 
emphysema 

Ko. of eases with 
emphysema 

Less than 0.36 

28 

23 

5 

036-0.45 

29 

22 

7 

0.46-0.55 

2/ 

13 

14 

More than 0.55 

16 

3 

13 

Total 

100 

61 

. 39 


mucous gland hypertrophy. Five of the 6 cases 
with moderate emphysema and all the 3 cases 
with severe emphy.sema showed Reid index more 
than 0.45 (Table 2). The mean Reid index was 
0.45, 0.47, 0.51 and 0.55 for trace, mild, moderate 
and severe emphysema respectively. The mean 
Reid index for 39 emphyesmatous cases was 0.49 
and for non-emphy.sematous cases it was 0.39. 

Tahu: 2—SiiowjNfi RelationHH ir between Deohee of 
Kmi'iiasuma iNO Reid Index (00 Cases) 

o Reid index 

Degree of emphysema 5 i 

S 3 < 0.36 0.36-0.45 0.46-0.55 >0.55 
H o 

Trace emphysema IS 2 

Mild emphysema 15 3 

Moderate emphysema 6 Nil 

Severe emphysema 3 Nil 

Total 39 5 


DlSt-USSION 

To calculate Reid index, sections were taken from 
the lobar bronchi because in these areas the mucosa 
and the cartilage arc parallel (Reid, loc. cit.). Reid, 
index rather than absolute measurement of gland 
thickness has been adopted because Reid index is 
a ratio and artificial increases in gland thickness 
due to oblique cuts of bronchi arc eliminated. 

In the pic.scnt .scries, the mean Reid index for 
cases which did not show emphysema has been 0.39. 
Thurlebeck and Angus. (1964) recorded it to be 0.44 
in their scries and this has been accounted for be¬ 
cause one-fifth of the cases had histories of chronic 
bronchitis and had a higher than normal gland to 
wall ratio. Reid (foe. ci/.) observed the mean Reid 
index to be 0.26 in non-emphysematous cases and 
non-bronchitic cases. In non-emphysematous cased 
in this .series, higher Reid index (0.39) than that of 
Reid, is observed because 16 of the 61 cases had 
Reid index more than 0.45. This iax>bably indicates 
chronic bronchitis without emphysema, though in 
the present study clinical history of c^onw bron¬ 
chitis was not available because all tlu cases wiae 
medicol^al necropsies. 

The mean Rod index for emphysematous cases m 


4 6 3 

2 5 5 

1 2 3 

Nil 1 2 

7 14 13 
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Announcing The 

ASIAN-PACIFIC MEDICAL IMAGING CONFERENCE 
December 15 20, 1978-HONG KONG 
Sponsored by* 

THE AMERICAN COLLEGE OF MEDICAL IMAGING 

The American College of Medical Imaging (ACMI) invites you to attend an in depth conference on modem 
medical imaging techniques, with a distinguished faculty, during an intensive six day presentation This conference 
has been organized for physicians, radiologists practitioners, technologists and scientists desirous of keeping 
abreast of current technology The comparative and complementary roles of various medical imaging modalities will 
be reviewed with an attempt to define the most effective diagnostic protocol for specific entities Lectures, listed be¬ 
low, will emphasize radio^aphy, computerized tomography, ultrasonics and nuclear medicine In addition, panel dis¬ 
cussions and videotaped topics will be presented for a total of 48 hours of continuing medical education One hun 
dred U S physicians are expected to attend and this conference should present an ideal forum for the interchange 
of medical information 


Faculty (alphabetically numbers rafer to lectures — bekm) 


P RUBEN KOEHLER MO (1) 
Profetior of RaOioloio 
School of Medicine 
University of Utih 
Salt lalie City Utah 


E A LYONS MO (2) 

Ant Prafesnr of Radioloxy 
School of Medicine 
University of Manitoba 
Winnipeg Manitoba Canada 


STUARTS SAGEL MO (4) 
Profasior of RadlolOEy 
MalRnckrodt Init of Radiology 
Washington Univamty 
School of Medicine 
St Louie Missouri 


MICHAB. S SHAUB M 0 (S) 

Staff Radiologist Canlmala Vallay S 

Oanwl Freeman Hotpitail 

Aist CinicBl Pnif of Radiological Saence 

IKLA School of Modwina 

Ijos Angeles Callfomn 


ROBERT ROSEN MD (3) 
Profeitor of Radiology 
use School of Medicine 
Lon Angeles California 

JAN K SIEMSEN MD (6) 
Proftssor of Radiology 
use School of Msdime 
ImAngaloi CalHornIn 

ROBERT L WILSON MO (7) 
CMtl of Diagnoitic Ultrasound 
Hnrhor Genarel Hospital 
Los Angelsv Cslifomla 


Lectures to be Presented: 

0) Ultrasound CT and lympliogiipiv In nliepsrilanaal dliaise lymphography In lyphonus and carenomt. Gl—felaaAng angiography diagnostic S IharapsutK 
applications angugrtphy of laas oammon ranal masses tadngriphic woikup of tho isundicod patlant (Z) UHraaome evaluation of dlsaites of the Ihrsr and 
apiaen Role of ultrasound m pincroaUc dlaurdars Ultrasonic diagnosis at ganitounmiy disaasa Ultrasouiid in gynocokiglc diiMSe Tho many uses of ultra 
sound in obstslrics (3) Multiple myeloma lypml S atypical manifastationi Hamatolagie disorders iheletil S aystaadc minifeelatlons Malignant bone tumors, 
Fraelura dislocation miurits Osleomyihtis t pyarthrasis (4) Nntdie ispirifaon biopiy dwst CT of tho tbons GT of the rebopirltonoum CT of tho panciaia 
CT of the kidneys t adrenal (9) Comparative imaguig modalities I Comparatna nniging modilltioa-ll, (fi) Nudoir myocardial unaiuig nuclear catdiK tvneIMn 
sludiea Diseases and diioiders of lha thynud Scmlignphic radiographic bane Imaging Nucitar sludlai In oncology (7) Uttrisound m early pragnancy UHra 
sound in disordais of the gallbladder and biliary tract 

Lectures will be held at the Excelsior Hotel Convention Centre from 800AM to 1 00 PM daily from December 
15th 20th, with a panel discussion lunch and videotapes following the lectures The registration fee is US$250 
and includes all 48 hours of scheduled activities, lunches and a cocktail party Group hotel arrangements have 
been arranged at the adfacent Excelsior Hotel for the nights of December 1419.1978 (6 nights) and will be book 
ed upon request and held subject to receipt of payment directly to the hotel Optional rooms have been reserved at 
the Mandarin Hotel ACMI is a non profit U S educational corporation Fbr further course information nvrife ACMI, 
P 0 Box 27188 Los Angeles. California 90027, U S.A 


APPLICATION FOR ENROLLMENT 

Please enrdll_person(s) for the Asian Pacific Medical Imaging Conference* 

(numbar) 

Enclose check for each registrant at US$250 (payable to: “Ainerican College of Medical Imaging") 


Please book hotel room fen 
(Chicli II NoM IS dunrad) 


□ Excelsior Hotel Smgfe @ HK$175. Double ® HK$200 per night* 

P Mandarin Hotel Single 9 HK$195, Double @ HK$230 per night* 
(Endosu dNch puyiWt l» Ifctil lor mw ulghtg dapoiit) 


NAME(S)_—__ 

AI^RESS_ 

•Based on Availability; Cancellation policy US$25 charged if cancelled before Nov 15,1978, 

** Otherwise, registration fee non refundable 

Mail this form with payments to ACMI, c/o Excelsior Hotel, Warld Trade Center, Causeway Bay, Hong Kong 
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0.49 in the present study. It was 0.45, 0.47, 0.51 
and 0.55 for trace, mild, moderate and severe em¬ 
physema respectively. TTie Reid index showed con¬ 
current increase with the severity of emphysema. 
Thurlebeck and Angus (toe. cit.) observed the mean 
Reid index as 0.46. 0.50 and 0.56 for mild, mode¬ 
rate and severe emphysema respectively. Sixty- 
peven per cent of cases in this series (10/15 cases) 
With mild emphysema and 84 per cent (5 of the 6 
cases) of the cases with moderate emphysema had 
Reid index more than 0.45. Thurlebeck and Angus 
{loc. cit.) recorded almost similar findings. Of their 
106 autop.sies. only 40 per cent of the cases with 
moderate emphysema and 85 per cent of the cases 
with severe emphysema had chronic bronchitis and 
in the rest of the cases the Reid index was within 
normal range. 

I Overlap in mucous gland hypertrophy in emphy- 
:cmatous and non-einphyscmalous series indicates 
hat chronic bronchitis and emphysema may occur 
ndcpcndcntly of each other (Thurlebeck and Angus. 
oc. cit .; Dunnill, 1974). Dunnill (toe. cit.) says 
hat the natural history of mucous gland hypei- 
rophy is difficult to follow on a time basis. 
|)t is not known whether the hypertrophy of the 
Iglands rcgrc.sscs and eventually atrophy occur with 
age or whether the hypertrophy persists throughout 
life. Therefore, overlap of Reid index bciwen cm- 
phy.scraatous and non-cmphy.sematous ca.scs js ex¬ 
pected. 

The Reid index showed concurrent increase with 
the increase in the severity of emphysema indicating 
that chronic bronchitis and emphysema may occur 
together. Mucous gland hypertrophy was also seen 
n some cases without emphysema. No mucous 
dand hypertrophy was ob.servcd in some empliy- 
temalous cases, thus, emphysema may occur in- 
lependcntly of chronic bronchitis. 

Summary 

Lungs Were examined from 100 medicolegal autop- 
lies for assessment of emphysema and mucous gland 
lypertrophy in the bronchi. The mean Reid inde.s 
or emphysematous cases was 0.49. The Reid indc.x 
ihowed stepwise increase as the severity of emphy- 
ema increased. Overlap in mucous gland hyper 
rophy in emphysemalous and non-cmphysemaloii.s 
:ases has been ob,servcd. 


M. H-1»1<T. ,/. 1074. 

11 . IS. A5JI, IZUKXWA, T.-^/ Path. Hart. 88.120 
1964. 

Rwn, L.~Thomj-, 1S;1)32, lOOO. 

TmrntBBECK, W. M. and Angbs, G. E.—Ibid . 

1964. 
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Bacteriological Study of Urinary 
Tract Infection 

M. Q. KHAN*. P. L. TANDON** 

[ Received for publication January 37,1976 ] 

Infection of the urinary tract is a common urolo¬ 
gical condition. It has been known to be most 
common infection in females. Urinary tract infec¬ 
tion at times is so intractable that in spite of intro¬ 
duction of a large number of drugs it is impossible 
to eradicate it, the main reason being development 
of drug resistant bacteria. A wrong therapy may 
lead sensitive organisms to become resistant thus 
endangering life with serious con.scqucnccs. In all 
cases of bacterial infection of urinaiy tract the i.so- 
lalcd organisms should be tested for their sensitivity 
to the antimicrobial drugs before any rational treat¬ 
ment can be undertaken. 

Isolation of organisms from samples of urine even 
of normal individuals made the demonstration of 
organisms in the .samples of urine in urinary tract 
infection of debatable significance, i.c.. whether the 
organisms isolated from samples of urine of a sus¬ 
pected case of urinary tract infection was its causa¬ 
tive agent or represented just the normal bacterial 
flora of the urinary tract. It made the final diag¬ 
nosis of a case of urinary tract infection more diffi¬ 
cult and thus led to the introduction of quantitative 
bacterial culture of urine .samples. It is suggested 
that presence of 100,000 or more organisms/ml. of 
urine indicate the presence of urinary tract infec¬ 
tion. This test is quite reliable but requires coasi- 
derable time and a well equipped laboratory, hence 
other simpler and less time consuming tests, such 
as triphcnyl tetrazoliiim chloride (TTC) and cata¬ 
lase (c.sts, were evolved. 

In the present study quantitative bacterial cul¬ 
ture of urine .samples was done along with the less 
time consuming tests, such as, TTC and catalase 
tests. Other examinations like direct smear and 
pus cell count were also carried out. The results 
of special tests (TT'C and catalase), direct smear 
and pus cell count were compared with those of 
quantitative bacterial culture. Antibiotic sensitivity 
test of the organisms was also carried out. 

Matfrial and Mftiiod 

The material consisted of 500 .samples of urine 
sent for culture from the various clinical depart- 

* M.D., AshiMt.Hii Professor of PnHiology aixl Micro- 
bio1og.v, M. p. Shah Mcdic.Hl College, Jamnagar 

** M.Th, Professor iiiitl Heat] of the Do))orlment o( 
Pntliology and Mierobicilog.v, tiiindhi Medical (.'oIli>a» 
Ubopal 
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ments of Hatnidia Hospital and Sultania Zanana 
Hospital, Bhopal. Mid<sticam samples were col¬ 
lected in stcrUe test tubes and each sample was 
divided into 3 equal parts: the 1st part was utilis¬ 
ed for quantitative bacterial culture, the 2nd for 
TTC te.st and catalase test and the 3rd part for 
direct smear examination for bacteria and for pus 
cell count. 

Quantitative hacierial culture—It was done with¬ 
in 20-40 minutes of collection of urine samples. 
In case of delay the samples were stored in the 
refrigerator. Culture was done on nutrient agar, 
MacConkey’s media and blcwd agar by the pour 
plate method (Kass, 1957) and streak plate method 
or semiquantiiativc method (Gould. 1965), Num¬ 
ber of organisms present per ml. of urine was count¬ 
ed by both the methods. Final identification of 
the organism was done by the method described by 
Cruickshank (1975). 

TTC test and catalase —These are simple tests 
to detect urinary tract infection. These are posi¬ 
tive in cases of significant bacleriuria. TTC test 
was performed as described by Simmons and 
Williams (1962) and catalase test as described by 
Gangnon ct al. (1959). TTC test is based on the 
observation that the actively respiring bacteria re¬ 
duce a colourless 2:3:5 triphcnyl tetrazoliuni 
chloride into a pink to red coloured insoluble com¬ 
pound triphcnyl tetrazolium formazonc in an alka¬ 
line pH (Wundt. 1950, cited by Simmons and 
Williams, loc. cit.). 

Direct smear examination and pus cell count— 
For direct smear examination of uncentrifuged 
urine a sterile platinum loop of inside diameter of 
4 mm. was used. A loopful of urine was placed 
on a clean glass slide and was allowed to dry with¬ 
out any manual .spreading. It was fixed and stain¬ 
ed by Gram's technique and examined under oil 
immersion objective for presence of organisms. 

For examination of centrifuged deposit smear 10 
ml. of urine was placed in a sterile centrifuge tube 
and was centrifuged at a speed of 3000 rpm for 3 
minutes. Supernatant fluid was discarded and the 
deposit was made up to 0,5 ml. by mixing it well 
with normal saline. A loopful of the deposit was 
placed on a clean glass slide. It was dried, fixed 
and stained by Gram's technique and examined un¬ 
der oil immersion objective for the presence ol 
organisms. 

Pus cell count of uncentrifuged urine was done 
as described by Kunin et al. (1962) and of centri¬ 
fuged urine as described by Kleeman et al. (I960). 

Antibiotic sensitivity test —It was carried out witli 
dried discs prepared according to the method des¬ 
cribed by Bha^aran .nnd Ramamohan Rao (1963). 
It was done against penicillin—10 units/disc., strep¬ 


tomycin—10 i*g./disc, nitrofurantoin—^200 p.g./disc, 
chloramphenicol—25 ng./disc, polymyxin—250 units/ 
disc, methenamine mandelate—300 ng./disc and 
ox3detracyclinc—25 |ig./disc'. Nutrient agar plate 
was utilised to study the antibiotic sensitivity test. 
The degree of sensitivity was noted by measuring 
the easily visible area of inhibition of growth pro¬ 
duced by the diffusion of the drug from the disc 
into the surrounding medium and was measured in 
mm. and designated as follows: 

No zone of inhibition—resistant; zone of inhibi¬ 
tion less lh.nn 15 mm.—slightly sensitive ; zone of 
inhibition between 16 mm. and 20 mm.—moderate¬ 
ly sensitive ; zone of inhibition between 21 mm. and 
30 mm.—^markedly sensitive; zone of inhibition 
more than 30 mm.—^highly sensitive. 

Observations 

Out of 500 .samples cultured, 220 (44 per cent) 
were bacteriologically positive, 10 (2 per cent) were 
contaminated and 270 (54 per cent) were sterile. 
Table 1 shows the incidence of type of infection in 
220 bacteriologically positive cases. Tabic 2 shows 
the distribution of different urinary organisms. 
Esch. coH was isolated from the largest number of 
cases (53.3 per cent). 


Tahi.,k 1—Snowixfi I.vcinirxcK of the Tviss of Tm’EC'TIon 


Type of infection 

No. of 
rases 

Percentage 

No. of 
strains 
isolated 

Moiiobaetcrini : 




Pure eoccal 

27 

12.28 

27 

Pure bncillary 
polyliar(i'rr,iI ; 

Mixed Imcill.iry or 

160 

72.72 

160 

coce.il and bacillary 

33 

15.0 

66 

Toial 

220 


253 


Tahi.e 2—SnnwiNi; Tnfihenoe ok the OiifiANiaiis Isoiated 


Oipanisms Numbe 

I of strains 

Percentage 

Ewh. roll 

135 

53.3 

Kl. a 'riignttcs 

72 

28.4 

Cloaca 

1 

0.3 

Arizona 

1 

0.3 

Citiohactei 

2 

0.7 

Atkatcsccns-Dispar 

1 

0.3 

Proteus 

10 

3.9 

/*»•. VHltjfiris 

1 

0.3 

Pr. mirribiHx 

4 

1.5 

Pr. morunnii 

1 

0.3 

Pr. rettgrri 

2 

0.7 

Pr. primideiicia 

2 

0.7 

P». pyoryanm 

4 

1.5 

Ale, fnecalis 

2 

0.7 

Staphyli-coccos 

18 

7.1 

Coagnlase po.sitive 

3 

1.18 

Coagntasc negative 

15 

5.92 

Strept foemlis 

6 

2.3 

Strept. 8 haemolyticm 

1 

0.3 
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Bacterial counting for the number of organisms 
present per ml. of urine showed that more than 
100,000 organisms were present in 205 (41 per cent) 
cases, between 10,000 and 100,000 organisms in 15 
(3 per cent) and less than 10,000 organisms (con¬ 
taminated cases) in 10 (2 per cent) cases : there was 
no growth in 270 (54 per cent) cases. 

TTC test was positive in 215 (43 per cent) cases 
and negative in 285 (57 per cent), while catalase 
test was positive in 214 (42.8 per cent) and negative 
in 286 (57.2 per cent) cases. 

Direct smear examination for organisms showed 
that in case of unccnlrifuged specimens the result 
was positive in 200 (40 per cent) cases and nega¬ 
tive in 300 (60 per cent), while in centrifuged speci¬ 
mens it was positive in 210 (42 per cent) cases and 
negative in 290 (58 per cent) cases. 

Presence of more than 5 pus cells per high power 
field and more than 10 per high power field in un- 
cenlrifuged and centrifuged specimens of urine res¬ 
pectively were considered significant.. 

Table 3 shows correlation between bacterial 
count TTC test, catalase tc.st, direct smear exami¬ 
nation and pus cell count. 

Table 4 shows the number and percentage of 
micro-organism sensitive to different drugs. Nitro 
furantoin was found to be the most effective drug 
and was followed by chloramphenicol, streptomycin, 
polymyxin, melhcnamine mandelatc, oxytetracycline 
and penicillin in order of frequency. 


Discussion 

Out of 5{X} samples cultured, 220 (44 per cent) 
were bacteriologically positive. Of the positive 
samples, 85 per cent had monobacterial infection 
and 15 per cent had polybacterial infection. As 
regards incidence of the different micro-organisms 
Esch. coU (53.3 per cent) and Kl. aerogenes (28.4 
per cent) was remarkable. Esch. coli being the 
commonest pathogen for urinary infection was also 
supported by the observations of Rhoads et al. 
(1952), Panda et al. (1966), Samuel et al. (1968), 
Belapurkar et al. (1970), &xena et al. (1972) and 
Roy et al. (1972). However, Pulasky and Amspa- 
cher (1947) and Sanford et al. (1956) found Kl. 
aerogenes to be the chief offending organism. 

A bacterial count of 100,000 or more per ml. of 
urine has been accepted as significant by almost 
every worker and is considered enough to confirm 
infection. In the present study a count of more 
than 100,000 organisms per ml. of urine had been 
observed in 41 per cent of the cases, whereas -3 per 
cent of the cases had bacterial count between 10,(XX) 
to 100,000/ml. of urine and 2 per cent had bacterial 
count below 10,000/ml. of urine. The significance 
attached to the bacterial count between 10,000 and 
100,000 per ml. of urine is highly controversial, 
Merrit and Sanford (1958) considered a bacterial 
count of 10,000 or more per ml. of urine of cathete- 
rised samples and 50.00()/ml. of clean voided sam¬ 
ples as significant. Gillespie et al. (1960) regarded 


T.4m.E 3—SllOWl.N’ft OoIUtELATJON DKTWIIKN B.ACTEUIAT, (V)tJNT VM> OtIIEII TisST.S 


Bacterial count p:r ml. of urine 

No. of 
discs 

Positive 

T rC test 

Positive 
catalase test 

More than IOO,UCO 

205 

200 

(97.5%) 

199 

(97 0? %) 

'Between 10,000 and 100,000 

15 

14 

(95.6%) 

13 

(86.6 %) 

Below 10,000 

10 

1 

(10%) 

I 

(10 %l 

Sterile 

270 


1 

(0.3? %) 


Direct .smear examination Pus cell count 


Uncenirilu(;ed Centri/uged Uncentriruged Centrifuged 

. . .._?__ ^_ _ «IS___■ 


specimen 

Specimen 

5 or more/ 
higli power 
field 

10 or more/ 
high power 
field 

18S 

196 

204 

204 

(91.7 %) 

(95.6 %) 

(99.6 % 

(99.6 %) 

10 

n 

13 

13 

(66.6%) 

(80%) 

(86.7 %) 

(86.7 %) 

2 

2 

1 

1 

(20 %) 

(20 %) 

(10 %) 

(10%) 

— 

— 

2 

2 



(0.7 %) 

(0.7 %) 


Tabee 4—SnoAMNG Number akd Pbrcextagi. of Micro-ouc.anism Sensitive to Dm-’EHENi Drugs 


(Drganisms 

No.of 

strain 

Niliofuran- 

toin 

No. % 

Chloriimphe- 

nicol 

No. % 

SlreplQ- 

nivcin 

No. %" 

Polymyxin 

'N^. 

Mcthcnaraine 
mandelate 
No.- ■ % 

Oxytf tra- 
cvel ine 

No. ■ " % 

Penicillin 

No. % 

Bsch. eoH 

135 

80 

59.9 

70 

51.8 

66 

48.8 

66 

4«.4 

50 

37.03 

40 

29.6 

0 

0 

Kl, nerogmei 

72 

50 

69.4 

45 

62.5 

45 

62.5 

40 

55.5 

58 

52,7 

38 

52.7 

0 

0 

Staphylococcus 

IS 

15 

«’3 

10 

55.5 

9 

50 

8 

44.4 

10 

55.5 

11 

61.1 

0 

0 

Proteus 

10 

8 

80.3 

8 

80 

6 

60 

7 

70 

7 

70 

6 

60 

2 

20 

Strept. faeoatiB 

6 

4 

66.6 

1 

16.6 

2 

33.3 

1 

166 

2 

33.3 

1 

16.6 

0 

0 

Pb. pt/ocyanm 

4 

1 

25 

1 

25 

1 

25 

0 

0 

0 

0 

1 

25 

0 

0 

Citiobacter 

2 

1 

50 

1 

50 

1 

50 

0 

0 

1 

50 

1 

50 

0 

0 

Ale. JaecaliB 

2 

2 

100 

1 

50 

1 

50 

1 

50 

0 

0 

1 

50 

1 

5 0 


Sensitivity pattern of Cloaca, Ariaona, AlkaleseeDS-Dispar group and Strept. g haemolyticut could not be 
included in the above Table as only one> strein each of those organisms was isolated 
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even a count of 3.000 otganistns per ml. of urine 
in clean voided samples as significant. Richard 
and Ro.sner (1968, cited by Wartman. 1969) sug¬ 
gested that bacterial count of 10,000 or more per 
ml. of urine was indicative of active urinary tract 
infection and a count below 10.000/ml. of urine 
could be regarded as negative. In this study, spe¬ 
cial tests were positive in a very high proptJrtion 
of cases with bacterial count between 10,000 and 
100.000/ml. of urine. More or le.ss the same were 
the results of these tests in cases with bacterial 
count of more than 100,000/ml. of urine. These 
tests were almost negative in cases with bacterial 
count below 10,000 per ml. of urine. Therefore, it 
was suggested that the bacterial count between 
10,000 and 100,000/ml. of urine in clean voided 
samples should also be considered as signiheant and 
a bacterial count below 10.000/ml. of urine should 
be considered as insignificant. This view was support¬ 
ed by Kass {loc. cU.\ Keitz and Williams (1960), 
Vaishnav and Jhala (1963), Richard and Rosner 
(cited by Wartman. loc. cit.), Gohain et al. (1969) 
and Roy et al. (loc. cit.). 

In the prc.sent study TTC test was found to be 
positive in 97.5 per cent of the ca.scs having a bac¬ 
terial count of more than 100,000/ml. of urine. Its 
diagnostic importance was .still greater in the group 
of cases with bacterial count between 10,000 and 
100,000 per ml., where the significance of bacterial 
count Is doubtful. In this group of cases it was 
positive in 93.6 per cent of the cases. Cases with 
positive TTC test had catalase test also positive in 
a very high proportion. This was also supported 
by Simmons and Williams (loc. cit.) and Hardas 
and Junharkar (1969). 

In the present study catalase test was positive in 
97.07 per cent of the cases with bacterial count 
more than 100,000/ml. of urine and in 86.6 per 
cent of the cases with bacterial count between 
10,000 and 100.000/ml. of urine. A high correlalioj 
between positive catalase test and significant bac- 
teriuria was made by Braude (1959) and by Mont¬ 
gomerie et al. (1966). On the other hand, a low 
percentage of positive catalase test in significant 
bacteriuria was observed by Kincaid-Smith et al. 
(1964) and by Gohain et al. (loc. cit.). A high per¬ 
centage of false positive result was observed by 
■Montgomerie et al. (loc. cit.) in 34 per cent of cases 
and by Gohain et al. (loc. cit.) in 23 per cent of 
cases. These observations by workers in the past 
as well as by the present authors are convincing 
enough to suggest that catalase test is not as reliable 
as TTC lest for cases of urinary tract infection. 

In the present study direct smear examination for 
bacteria and pus cell count in the centrifuged urine 
deposit as well as in the uncentiifuged urine showed 


16 , im 

high correlation with the significant bacteriuria. 
This was supported by Parker et at. (1966), Mathur 
et al. (1967) and Gohain et al. (loc. cit.). 

Of the antimicrobial drugs nitrofurantoin was 
found to be the most effective drug. It was equal¬ 
ly effective against Gram-negative bacilli and Gram- 
positive cocci. This is .supported by Bhaskaran and 
Ramamohan Rao (loc. cit.), Dube and Shriniwas 
(1966) and Panda et al. (loc. cit.). Samuel et al. 
(loc. cit.) found chloramphenicol to be the most 
effective drug in their series. In the present study, 
among the organisms tested Ps. pyocyanea was 
found to be the most resistant organism. 

Summary 

Urine samples collected from 500 cases, clinically 
diagnosed to be suffering from urinary tract infec¬ 
tion, had been investigated by quantitative bacterial 
culture method as well as by special tests (TTC 
and catalase tests), direct smear examination and 
pus cell count. Out of 500 .samples cultured, 220 
(44 per cent) were bacteriological ly positive. Of 
the positive samples, 187 (85 per cent) had infec¬ 
tion with a single organism (monobaeferial) and 
33 (15 per cent) showed ptilybacterial infection. 
Esch. coli (53.3 per cent) and Kl. aerogenes (28.4 
per cent) were mo.stly encountered. Special tests 
(TTC and catalase tests), direct smear examination 
and pus cell count showed high correlation with 
significant bacteriuria. The authors are of the opi¬ 
nion that these methods should be used routinely 
for detection of significant bacteriuria as they arc 
simple and less time consuming. Of these TTC test 
is the most reliable. Quantitative bacterial culture 
is time consuming and can only be used in cases 
where accurate counts are required. Of the anti¬ 
microbial drugs, nitrofurantoin was found to be the 
most effective drug and penicillin was found to be 
least effective. Nitrofurantoin was equally effective 
against Gram-negative bacilli and Gram-positive 
cocci. Of urinary pathogens Ps. pyocyanea was 
found to be the most resistant organism. 
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Hereditary Ataxia 

(Indigenous Variety) 

H. A. INSAF*. SIFAT AFZAL** 

rbeSe has been growing realisation in recent years that 
tit* pattern of neurological disorders in India, difiors 
(rqm that described in Western literature (Wadia, 1973). 
Hereditary ataxia is not uncommon in India but the 
pgttem of neurological manifestations is difierent from 
tost described in classical literature. Typical Friedreich's 
Ktaxia is seen but atypical forms are not uncommon. 

A purely indigenous variety of heredofamilial cerebellar 

Deparbnent of Medicine, J. N, Medicid Cdlege, Aligarh 
Kualtm University, Aligatb 
* M.D., M.B.0.P.(Ij0nd,), M.B.C.P.(Bdin.), Profesaor 
••II.IX.. Loctuier 

"v.: • - 


ttfeBteWllAilY A'TAXiA^NSAF AHi) ApZidj 

ataxia has reueutly been desoribed by Wadia and Berami 
(1971) and Wadia (1973) in which severo progressiw 
cerebellar and mild spinal cord and peripheral nerve 
signs w'ere accompanied by disorders of eye movement, 
Following is the report of a similar typo of spinocerebel* 
bir ataxia in 3 generations of a family. 

Case Bepuuts 

Case 1 : 

S.A,. lualc, aged 10 years, reported to J. N. Medical 
College Hospital, Aligarh with history of difi^ulty ra 
walking and speaking. One year ago the patient had 
mild fever for about a week, from which he had un¬ 
eventful recovery. There was no history of headache, 
vomiting or convulsions daring tliis period. But gra¬ 
dually he noticed increasing difficulty in walking -With 
tendency to fall on either side. Alter a few days of the 
unset of Ihis symptom he also noticed difficulty in arrieu- 
lation. These symptoms gradually progressed till ha oOUld 
walk witli Bu])parti and had great difficulty in expressing 
himself. During this period he had no disturbances A<f 
vision or hearing. There was no headache, vomiting or oon- 
viilsions. On interrogation the patient admitted that bis 
i'atlier had similar trouble and was an invalid and that 
his grandfather died of the some trouble. 

Examination —The patient was poorly nourished end 
walked only witii support. His gait was broad-hosed and 
grossly ataxic with titubation of trunk. His eye move¬ 
ments Avotc very slow in all directions, both on sponta¬ 
neous looking us well us (»n following the finger. But 
with perseverance movements were full in all directions 
and there was no true restriction of movement in any 
dircctiou. The movements were grossly aSected on tum- 
Jiig the e.ves upward ond sideways and less so on look¬ 
ing down. The patient could turn the head in opposite 
direction keeping the eyes 6xed in one place and he 
could fallow the object slowdy in ail directions, but thera 
was total absence of fast saccadic movements. There was 
also mild left sided facial paralysis. Other cranial nerves 
were normal. Fundi and hearing were normal. Speech 
was slurred and explosive wdth grimaces on his face. 

Tliere was gross cerebellar deficit with defective finger- 
io-nose and kuce-to-heel tests and dysdiodokinesia but 
there was no nystagmus. R(‘fle.\es tvere diminished with 
pendular knee jerk. Plantars were bilaterally flexors. 
Sensations were normal. There was marked pes oavus 
and slight kyphoscoliosis. Best of the clinical examina¬ 
tion was not contributory. His BP wns 100/87 mm. Hg. 

Jnreetigations —^HaamoglobiD—9.2 g. per cMit, WBC 
—0800/c.mm., polymoridis—64 per cent, lymphocytes— 
31 per cent, eosinophils—5 per cent. Urine and stool— 
NAD. Blood sugar (fasting)—113 mg. per cent. CSF: 
Proteins—^20 mg. per cent, sugar—80 mg. per cent, o^lls 
—less than 5 per c.mm. 

Case 2: • ’ 

H., 35-ycar-old male, father of case 1, when called 
fer gave the history of progressive weakness of both lo^r 
limbs with difficulty in walking and difficulty in spnalciitg 
for 8 years. There was no history of fever, convulsiov, 
headache or vomiting. 

Examination —The patient was thin built and grifMdy 
ataxic and like his son tie could walk only with Buppora> 
and had brood-baaed gut. His speech was grossly dysgr- 
thrio with shuri^ and scanning. He also had left s>d^ 
fsoial weak n e ss 'of upper motor neurone typ6 panlysia. 
His vision and fundi were normal but hia eye movu 



tacuts utiowed extremd degree of elt^gUbneBS in ail diree- 
tioiis. Inhere was no true paralyais but the fast move- 
-wents wore totally absent. Other cranial nerves were 
nonnal. He showed gross degree of inoo-ordination i f 
limbs with dysdiodokinesia. Power was grade IV-V 'a 
limbs, tone whs increased uiid deep reflexop were exag¬ 
gerated. Plantar rosponRe was extensor on riglit side 
and flexor on left side. 'JTierc was marked pcs cuviis hut 
no kyphoscoliosis. Other systems were, normal. No in¬ 
vestigations were done as the patient was not rcadv f'r 
thorn. 

He also gave history that Jiis fatlier liad sirnilur Ironblo 
of difficulty in walking and speaking and hud ultimately 
beoomo b^-riddoti and die<l about 10 years ago after 
prolonged invalidism. 

IflSCORSION 

An entirely indigenous variety of hcrodofamiliul spiii )- 
oerebfdlar aioxiu lias liocii described by Wudia and Swairii 
(ioc, cif.). In nil 30 nienibcrs of 12 families were studied 
by them over a period of 10 years. In this series severe 
progressive cerebellar and milder spinal cord and peri¬ 
pheral nerve signs were accompanied by disorder of eye 
movements. ITiey noted antesomal dominant trait with 
same male preponderance. In these cases eye movemenlB 
were found to be slow in nil directions whether on direct 
command or following an ol>jo<it. The word ‘viscous’ has 
been used for such inovcments whicli are similar to those 
sometimes .seen in rigid variety of Huntington's chorea 
(tStarr, 1907). In their series facial ivealiness were a 
frequent feature while jiyramidai signs were less remark¬ 
able. All these features were well seen in the present 
reported family. 

The exact mechanism of these disturhances of ocular 
movement is not yet clearly understood. The ariatoinicnl 
Iiathway subserving eye movements is coinjilex and know¬ 
ledge of it is iiicoinjiletc (Holmes, 1938 ; We.sthciiuer, 
1954 ; Kashbass, 19ti4 ; Eobinsrm, 1905). 

. Saccadic movement is the fast movement to cumtnimd 
or voluntary effort to move the ©yes in a jiarticular direc¬ 
tion. It is rapid and is dcjicudont on fnmtoponlinc 
pathways. If both frontopontine tracts are destroyed, 
there is global saccadic, paralysis. Smooth luirsuit move¬ 
ment on the other hand depends on ocoipitopontine con¬ 
nections (Ashw'arth, 1975). 

There is now post-mortem evidence that these 
patients suffer from a variety of olivo-iionte-ccrebcllur 
degeneration and tjie abnormal eyo movements arise 
from lesions either in the brain stem or corcbc'lium cr 
combination of both (Wndia, 1977). 

SUMMAHY 

4 family of indigenous variety of heredofamilial cere, 
bellar ataxia witli slow eye movements has been des¬ 
cribed and the literature lias been reviewed. 
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Naevus of Ota 

P. C. DE*. A. K, BANERJEE**, G. N. SEAL*** 

Hnilatorul oculodermal mobuiocytosis with increased 
pigmentation of llie lids and periorbital skin on the same 
side was describixl by ()1« (lS>3tt, cited by Shaffer and 
Weiss, 1970) from Japan. Ocular involvement usually 
includes cunjiirictiva, sclera, choroid, iris and optio diso 
associated with liouioIateraJ dermal melunocytosis affect¬ 
ing particularly Uie region supjilicd by first and second 
divisions of the trigeminal nerve. Most of the cases 
are sporadic and n few are familial. Frequently, ill 
occurs among orientals and rurel.v in Caucasians. Its 
occurrence had also been reporUal from India (Gupta 
uiid Oaiiguiir, 196.5 ; Jain ol al., 1965 ; Suhadob et ah, 
1969 ; SrK)d, 1969). Naevus of Ota with liomolateral 
open angle glaucoma was described by Gonion et r.l. 
(1962) and Sidindeb et nl. (Ioc. cit.). 

A rare ease of oculodermal melanosis with homolateroJ 
iritis and glaucoma is reiiorted here. 

Casu Report 

.4 -IS-yeiir-old Indian, Hindu, married female came io 
tile Kvi; Ouipiilients’ l\'j)Mrtment cornplaining of mild 
puiu and photophobia of Icl't eye. On enc|uiry, it waa 
leveuled |]i!il> llio patient was born at- full term without 
an,v iustrumeiital interference and with no significant 
family history. 

Ejcainination —On examination, bluish-black colouration 
of the skin was found on the lelt side of the temple, 
forehead, [icriorhilal region and eyelid (Fig. 1) associated 



FlU. 1—SUOWlJilS HLlUSn-RLACK (JOUICBATION OF THE BKIH 
ON THE Left Side of the Temple, Forehead, PebioibitaXi 
Beoion A.ND Eyelid 
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wiib pfttobj, tnotliled grej^lsh-Mock epinclernl and scUral 
pigmentation mote on medial aapoci of left eye extend¬ 
ing from litnbtiH to medial rnnllial urea and iilao in upper 
half of aclora and ovcrl.ving eonjuiic.tiva both nusally and 
tempnrnlly (Fig. 2). 



I’to. 2 —Showing Sct.EitAL Phimf.ntation ok Left Eye Ex- 

TENDINT. KHOM LlMdl’S T<t MI'.DIAIj PSETIIAI, .\I1KA 


Uypprcliromiii of Hit' iris on iis modial lialf was 
noticed associnlcd n-iih l•llinl•y It'Mdi-riii'ss and I'ircumcor- 
ncnl nonguaiioii. 

liioiiiic-roscojiic c'Mimiiiat'ioii revciilt’d lliickcning of flic 
iri.s on mcdiol Imlf willi blurring nl' slroiriii] pattcrii on 
that side assofiiitpd witli miihoons tiinv witliout any kera 
iitii! prei IjiiiiiU' (KP) or poslefior synechia imd pig- 
riifint disjiiM'sal on back of cornea and anterior Burfa :!0 
of ]cn>i and .ris, suggeeting that iritis bad occurred. 
Euniic.s exatninulion did not reveal any pigmentation in 
the poslorinr segment. 

Gonioscppii- cxaminniiiin sliowcd angle tdi many placea 
open. Slntf-grey pigmeTitary changes were ol)served tn 
end within the trabeeiilnr meabwork from 8 O'clock to 
11 O’clock iinsition. At some pluecs, whitish fibrin like 
flakes were st'cn scattered over Hie trnlK'cular meshwork 
all round. Vision wns <>/0 in left eye ond intra-ocular 
tension (lOP) was 27.-1 inin. of TTg. (Sehioiz 5 5 g, 
weight.) in the left c.m'. Jiiglit e\e had vision G/C and 
TOP waa i;i.2 mm. llg (Seliiot/.)^ and no abnormality 
could be detecU-d b\ hiuniicrosr-opie, and gonioseopic exa¬ 
mination. 

Management —Thi' patient had no treatment outside, 
lie w'tts given atn>[iini' suJpliote eye ointment (1 per 
cent) and betaniclhasoiu. sndiiiin phogjihate (0.1 per cent) 
oyo ointment in left eye twice and thrice daily respec- 
tivly^ and acetazolaniide tablets (250 mg. tablet) twice 
daily orally to control Hu- raised TOP. After seven days, 
patiept was again exiunined and found that lOP w-n.s 
controlled end came to 14.5 mni. in left eye (Schiotz) an-l 
viaion in loft eye improved to C/G. Subjective symptoms 
disappeared. Ciliary congestion became less but no KP 
or posterior synechia could be found and whitisl fibrin 
flakes on trabecular incsliw'ork diaapficared but slate- 
grey pigmentary changes on it remained as befor.’. 
Treatment by atropine sulphate eye ointment (1 per cent) 
and betamethasone sodium phosphate (0.1 per eeit) eye 
ointment was continued for another one week as before 
but aoetazolamide tableta were withdrawn. After one 
week, all treatment was stopped. There was no ciliary 
congeation or tenderness. On biomioroscupio examination, 
anterior segment picture was as befrare. lOP %bh record¬ 
ed in both eyes and found to he 13.2, min, and 14<5 
mm. llg, (Schiotz) in right and IMt fyw rie^tjletf'vnly. 

Jnvewtigaiiong —After 21 days prorijcetiv^i leBta, - vhf., 
diurnal variation of intra-ocular pressure was recorded 
by Scliiote tonometer with 5.5 g. xroight at 4 hourly in¬ 
terval for 24 hours (Sorsby, 1984) which was started at 


fi AM and water drinking test in which patient was given 
one litre of water to drink within 6 minutes and intra< 
ocular pressure wa.s recorded before drinking water and 
every 15 mimih's after drinking water for one hour by 
applanation tonometer to avoid scleral rigidity iaotor 
(Sorsby, fee. cit.) and field charting for glaucoma was 
done and nil tliese tests did not reveal any positive re- 
ault. X-ray did not sbow' involvement of oranisl 
or cervical bones. Examination of blood for total 
and differential leucocyte counts, ESB, urine, stool, post¬ 
prandial blood sugar and VDBL tests were done and no 
jiositive result could be found. 

Follow-up —Ttio patient, w'as observed after 0 montha 
when no stihjeelivc symjitoms were present. Both bio- 
microscopic and fundus examinations w^ero done but no 
abnormality could be detw.ted except that hyperchromia 
on left iris, as mentioned before. Oonioscopio examina¬ 
tion was done and slate grey pigmentary changes on tra- 
lieouhir meshwork were seen in left eye as before whereas 
angle of anterior chamber in right eye was normal. lOP 
AVMs recorded in liolh eyes again and found to be 14.6 
mm. llg. (Schiotz) in both eyes. 

Discussion 

The dirmnl maniri'stntion of naovus of Ota may be 
present nf birtli or hceome more ajiparant at puberty. 
The .skin is usually involved in the distribution of the 
first two braiichoB of tlio trigeminal nerve on one side 
containing largo granules of melanin. The orbit, cranial 
bones, leptomeningcs and optic nerve may also bo affected. 

Ocular mclanoeylosis may occur independently or in 
association w-ith dcnnal rnelanocytosis. Patchy greyish- 
black scleral oj- ejiisclernl pigmentation is characteristio. 
The mosf. obvious ot-ulnr sign is hyperchromia -of the 
involved iris ns lias been found in this case. 

Regarding iritis, inflammatory changes in the iris may 
occur in nssoeialion with hyperchromia of the iris, which 
siiggesle that perhaps a melanocytic influence may play 
a role. Routine special examination done for uveitis did 
nob reveal any abiionimbty wliioh is significant in thi^' 
case, thnugli it. is (o he viewed in the context of the 
fact that in a large niinilH-r of cases of uveitis, neither 
a probable nor a. susiiecled aetiologieal diagnosis can do 
reached wliieli is rejioiTod to be as high as 80 per cent' 
(Wood, 1%1). 

Naeviis of Ota ,ind lioinolnteral glaucoma has been des¬ 
cribed ill till! literallire (Shaffer and Weiss, loc. eit.). Whe¬ 
ther this is due to mechnnicol blockage of angle or exit 
channel by ineliuiocytcs or not is still a debatable ques¬ 
tion. In this disc, temporary rise nf pressure was pre¬ 
sumably duo l<> liknikage of chamber angle by inflamma¬ 
tory cells and deposition of whitish fibrin, flalieB which 
disaiipeiired when inflammation subsided making tiie eye 
noroiotensive again as observed • even after 6 months oi 
nftnek suggests strongly tliat inflammatory [ihnnomenod 
is responsible for glaucoma as other provocative taste 
for giiiiieoma were entirely negative, thereby excluding 
elinieiilly iho fact that tha factor of mehmoeytio infiltra¬ 
tion of the angle have an overt role in Uie pathogeneiia 
of glaiK-onia in this particular patient, though it may 
hnv( niargiiially compromised tJio cfTicacy of outflow chan- 
lids of angle of aiilerior chamber. 

Hdmmaiiy 

A rare case of (K-ulo^ermal mi-lanosis witli boQioiater.T] 
iritis and glaucoma has been deacribed. Bloekage nf 
eliamlier angle by .inflammatory cells and fibdtt''flakiaa 


100 J. INDIAN M. A„ VOL. 71, NO. 4, ADGTrST 18, 1978 


wan rofsponsibie far glnuconm ftnd molanocytfc in^uenoo 
|ilay It rale in ransing iritis. Tbe association of iritis 
and glauuonia on the saiuo side of ocitlodennoJ melano 
sis has rordy been deseribed before. 
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Goodpasture’s Syndrome 

SIPRA MUKHERJEE*. K. S. CHUGH** 
ARVIND G. BHAGWAT*** 

A syndrome of ‘‘lung purpnra with nnphritis" was des¬ 
cribed in 1919 by Go<Hlpna(-ure. Between 1955 and 19(53, 
50 eaaes of Miis syndrome bad been recorded (Benoi(. 1 1 
al., KMi'l). The iiox(, 56 eases were, however, reported in 
less than lialf-lhc-limo (1964-f)(5), indicating both the grea¬ 
ter awareness as well us inereasing ineideneo of this syn¬ 
drome (Proskey cf «/., 1970). 

Tlio eiwc re]i()rt<*d here is probably the first- caso of 
Ooodpostrnre's •'vndrome, to be repi>rte.d from this ennii- 
try. The ease showed certain iinusiinl font ores. 

Care REroiiT 

. 4 60-y«Br-old woman presented with pain in the epi- 
gMitium, reddish urine, and blood streaked sputum ns 
her moip complaints, wliieh had developid during the 
previous mointh. She was pale, anioterie, afebrile- .and 
novmotensivf. In tin* past, she had several episodes of 
sdre tlimat- whieh msponded to therap.v. 

\tHrnminatim —Pli.\sieal examination revealed multiple 
orlil uleers, enlarged, smooth, non-lender liver and bila- 
tend palpablo kidue.vs on himanual palpation. Spleen was 
noi fHilpable. There was no lympliadenopnihy or jmte- 
chiae, 

postgraduate Tnititiitc of Medical Ediieation and Re- 
Hoarch. Chandigarh 

* M.D., Formerly Resident in Pathology, At- present : 
Tjeoturcr 

Professor of Nephrology 

■ ••fM.I),, F.R.C.P.(C), Assistant Professor of 


Ineedigaliont —Urinalysis sltowod moderate proteinurie, 
red cells, leucocytes, hydline and granular oasts. Culture 
of urine grew Enrh, eoli sensitive to tetracycline and 
nitrofurantoin. 

Hnemograin revealed haemoglobin—8.0-9.0 g. per cent, 
F,SR—65 inm. Isl hour (Weslergren). Total WBC— 
6,000/c.miii. with neutrophils—72 per cent, lymphocytes 
—26 per cent, cosinojihils—2 ]H'r cent ; j’cticulocytes—4).4 
])er <'eiit. Blood smear showed sl-riking diminution of 
idutelets and anaemia was of noriiiochromic, normooytio 
type. 

Coagulogram revealed prolonged bleeding time of 13 
minutes (normal—1-6 minutes). Coagulation time, pro¬ 
thrombin index, plasma rccnleitieation time, partial throm¬ 
boplastin kaolin time were within normal limits. 

Blood chemistry showed normal scrum cholesterol, 
normal fasting blood sugar, liypo-aHniminnernia, hyper- 
nrieaemiii, hyperjihosphataemiii and normal serum alka- 
lino phosphatase. 

E(’0 sliowod bordeiline. left vcntrieiilar liyperl-rophv. 

X-ray eliest wa« normal. .X-ray uhdomen coufirraed 
hilnteral enlargement of the kidneys (right 11 cm., loft 
14.8 em.). 

M_a}K>gcmrnt —The only speeiiie treatment given was 
hoomodial.ysis. Prior to liuemodiulysis, the values of 
serum eloelrol,>les and blood non ja-otein-nitrogen fiuc- 
tnated in the lollowing range; Blood nri’ii—180,540 mg. 
per cent, henmi ereatininc—10.6-21.0 mg. per cent, 
serviin soiliuin—122-1(10 mlap/l., serum potos.siura—3.8- 
6.1 mEq./l., cLlond PS— 80-99 mF,q./l, and biearbonates 
—27-29 niTjq./l. After diuly-sis, blood urea fell from 640 
to 260 mg. per eeiit and serum potassium from 5.1 to 
4.0 mEq./l. 

Course —Throughout tlie course of illness in the hospi¬ 
tal (9 days), the patient rcmnineil afebrile and normoten- 
sive but there was jiersisteut tachycardia. Urine output 
diminished jirngressivel.v to anuria. Desjiite haemodiai.y- 
sis, which ]ir(xliieed lowering of blood area and serum 
potassium, the jpiitient expired. The total duration of 
illness from the ousel of symptoms was approximately 0 
wetiks. 

Auiopsij —.At autopsy, the priiieiplo rmdings were con¬ 
fined to lungs and kidneys. The lungs were enlarged 
(combined weight 1,5!50 g.) ; the pleura and the cut sur¬ 
face weie eovertsl with numerous peteehiae (Eig. IL 
M ieroseoiiieall.v, there were sea,tiered foci of inlra-alveo- 
lar haeinfirrliages. haemf)siderin-fi]|ed maerojihagas and 
occasioiinl lihrin dojiosits within alveoli. 



Fru. 1 —Srowino the Lv-no Surface (ikivEium with ]McZp 
T iptE Pr,TEcntAB~THB So-CAU,Eo Lunq Pdsfbka 
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ATYPICAL PBEBENTATIOJI OF CARIES BIB-CHANDBA AND SINHA XOi 


The kidacj'R were poJe niid enlarged (nombiued weight 
bus g.) ; the capeiile end cut Rurface fihowed sparge 
clusters of petrohiae. Microscopically mnny glomeiuii 
showed j)rolifi>rH)ive' cpiiliclinl nresccnis (Fig. ‘2, IJ-itF/.. 
X 440) and tin- Itiiuilos coidniiied red cell aggregates. 



Fm. 2 —'<iunvi.s<. -V Tm-K'M, i. F.i'itiiI'i.im. 

(hlKSC'K: I' Pn(UI-.(TIM! INTO ii()W.H\N's Sj'.M'l. l.N PlIOTO- 
MlCItOOIlAl'II 


DiagnoHh —A cnirihiii.Tiion o) rapidly jirogrcssive glo- 
merulonophrif is, liBoniafiiria, oiiaeitiia, linemoptysis, 
“lung jiiirpura” without skin lesions, hectic course with 
fatal teiTniuntioii was coiisiderc'd sufliciontly diagnostic of 
Goodpasture’s syndrome. 

BiscnssioN 

A typical cnee oi Gtxidpiisl lire’s syndrome neenrs in n 
man in his Jute twenties and is ehanictcrised 1).\ hneniop- 
tysis, imiieuiia, lineinatiiria, riidiologieiil juilmonniy inlil- 
trules, a rapid hut varinhle coiirKc ranging froin a few 
weeks nji to 41 weuk.s (Henoit rt al , lor. cif. : Proskey 
ei al., lor. ril.) and fntiiJ lermination. In tins eontext. 
the present eu.se sliowcd many atyjiienl features .such iis : 
(a) Oecum-nee in an elderly woiniiii, (Ij) nlmeilce of radio- 
logie.al pulmonary intiltratcs, (o) thronihrx'.ytopcnia aud 
(d)^ sparsity of jiefeehiiil liai'morrhuges in the kidneys. 
Although predominantly a syndiTunc of young men, it 
docs occur in women and elderly ])orHOna. The mule to 
female ratio in two l.arge senes has varied from .T:l 
(Be.noit et ah, lor. fit.) to 4:1 (Proskoy al. ah, lor, rit.). 
Th» highest ages r.'corded in these two series have been 
61 and 78 years respectively. No single feature of this 
syndrome is diagnostically sacrosanct. Tlm.s, radiologi- 
cally visible pulmonary infiltrates may be absent in ,is 
many as 11 per cent cnse.s (Proskey el ah, lor. eit.). 
Thrombocytopenia has not been previously reported in 
Goodpasture’s syndrome. It should be recalled here that 
the case deacribe<l h,y Goodpasture himself occurn>d dur 
ing postdnfluetiRal eonvulnseenee. Ever since tlum virus 
has been a strong candidate as tho aetiologic agent < I' 
this syndrome. That many virus infections, if severe 
enough, can cause thrombocytopenia (Wintrobe, 1967) 
with or without intravascular coagulation (DesPrez aud 
Mamey, 1071) is well-known. Sparsity of renal peti- 
ebiae in the case reported here can be explained on the 
basis of duration of the disease. According to Benoit 
fi <fl. (lor, cil.), longer (he conrae of the disease, small 4* 


tlie kidneys and fewer the pateobiae. 

As the diagnosis in the present case was made retro- 
S[iectively, apiiroprintc material for virus studies uid 'in- 
munifliioresccnce was not collccltid. Our attempts to do 
immuiiiitlonresccncc sludiHS on formalin-tixcd kidney tis¬ 
sue were uiirewiinliiig. It. must however bo emphasised 
iliat Ih'rl.Mic (l'.»72) 1ms recentijv uni'rpjivocally slated 
tlm( fivi'ii globulin (IcjKiMtion in the glomeruli is not a 
specific Jeiiliin' of ti'imliiasllire's syndrome. 

Some idiiii u) the riintj of this s,yndroine can bo had 
from the fuel timt, in a lolal of 9608 autopsios done in 
tho deparliTienf of pathology betu'Ceii 1-1-1963 and 
31-12 1973, tile |iresent case was the only one. in which a 
diagnosis of (l(io(l|i:i'-t lire's syiidroiiic eould bo made with 
reasonable c*ertiiiii(y. In uiiuther case., also an elderly 
woinau of .7,') .Mans, development of “puffy face and red¬ 
dish urine" ended faliill.) ufler 21 w'l.tiks. At autopsy, 
tlirt kidneys, in .idditiou (o “floa-bitton” appearance, 
eliowwl tualures oi aeiUc suppiiralivo pyclonephritw, 
ra])idly progressive gloinenilonephrilis and terminal acute 
tubular msTosis. The lungs showed evidence of healed 
libroealcilic lubereiilosis with recent and old inlrn-alveo- 
lar haemorrhuges. As blood cullurc during life had grown 
Gram-iifg.'itive organisms, there was a distinct probability 
of Grain-ncgiilive se]itieaciiiia in this case, which is know.n 
to he nssoeiiileil willi iiilriiimlrnoiiarv Iiacmorrhages in 
about Ifi per ei.iu cases (Duponl and fipink, 1969). 

SlTMMAKV 

A case of (biodpasl lire's syndrome has been described 
in a middle agi'd Momiiri. I'lie justification of this diag¬ 
nosis, desjiite some a(yi>ien] features and its rarity, ia 
discussed. The probiems of diagnosis in a case com¬ 
plicated by other disease prcxiesaca is highlighted. 
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Atypical Presentation of 
Caries Rib 

MAM CHANDRA*, K. N. SINHA** 

Folil abscesses at various distant abnormal sites in 
cases of caries rib and Koch's spine are well known in 
i-liiiical practice, but a case of caries rib presenting as a 
lomjilctely reducible .swelling on the hack is n rare one. 

K. G.’b Medical College, Lucknow 

* M.D.fModieine), Ijccturcr, Bepnrtment of Medicine 
** IvPctiirer, Bopartment of Thoracic Surgery 
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Detailed co»(i not«s of surIi a patient are preaented he'‘e. 
T1ii« paiirnt was rlinically diagnofied na a ease of hcr- 
iiinlion of lung and tlie farl < 111 ) 1 - it is a Rase of carijs 
ril) wiiii two coiiinniniciit itig cxfI'Ji-mid intndliorni'ic ^ino- 
kets WHS ri'Vi'alcfl onli nftei’ tlu' opi>ri)iiou. 

('\SE Rr.POBT 

Mr. D. K., a .10-.vf'ar-o)d inalp. was admitled in <}io 
G. M. and AKswiali'd Ilospilnls, Lui'ldiow on 1977, 
with cnniphiints of n swidliiig on (ho iipj-ier part of Imcu 
on tht> right sid" whicli used to iity’oino prominpnt i-n 
coughing and hOincfimPs siihsidcd coitiplctcly wiili a ppcn- 
liur sound. Up casnallv nr.ticpd <lii.s swelling in .Timuiii.v, 
197(5. Tn April, lH7(i, he au<Tpred from fever, cough with 
exppcforation and was diagnosed q.s a ease of jiulinonary 
tldipwadosis. Up was treated with injection atrcphanveiri 
siilpliato l.\l and ttiidets eontiimings INII and PAS. This 
trentmmit. was continued till danu.ary, 1!)77. I’ever sub- 
sided and eongh was eoniyiletely controlled. On admis¬ 
sion his main eojieevn was swelling on the haek. 

F.xatnination —On examinutitm, the iiat.icnb was found 
to hp a young man of nvemgp huilt and ]ioor nutrition. 
Four to lymph malps of flip si/e of iijiea, non-lender 
and freely iiiohile were present in hot-h tho axillae. On 
examimtUon of the hacK, a swelling u.sed to appear iifler 
roughing in right intciscnjiular area, whieh was 3" x 
ill sizH, soft and Hjxnigy in consistency, iion-li'iider, wi'li 
a positive cough imjuilso (Kig. 1). On pressure, tho 
swelling used to disap]a‘ur with a hissing sound. Duo 
to tins phenomenon it was ditTieiilt to interjirel, percussion 
note over tho swelling. On aiiseultalion ovi'r the swelling, 
eraelvling sounds were audilile as in cases of surgical 
emphysema. Skin over the sw'clling was comidctely nor¬ 
mal. Sysli’mie. examinution revealed no jiositivp sigin, 

InoeittigaHoin —lliu-niogloliin -II g. per cent, WIU'— 
6400/(1.mm. wilh jiohmoriilis--.')! per cent, lyiiiplioeytes 
—42 Jicr cent and I’osiiiophils—I jier ccnl. ('omph'.tc 
urin(‘ exnniiiiation revealed no ahiionniilit \. Sputum lot 
Al-’H IMIS negative, and I''.S1{ (cnrrcctedt was 111 nm./ 
1st hour. 

X-niy chest slioaed evidtuiccs nf in ration in rig'-t 
npjier rone. Posterior pari ol the ru'h rih revealed • - 
regular hn/.y loe.er innigin «illi ran factirui of the lowc 
half of tile rih and ihieNening with 'clerosis ol llii' mipiu' 
halt of the I ill. I''i)iirih inteieo-ial s]>iU‘e was narrow. 
There was a linear ni'ca of radiohi a'ney in Ihe middle 
of (he poslerio'- )iait of ihe .■»(li rih fF''ig. '1), 



Fin. 1—SifowiNc. Tin; Fm. 2—SiiowiNu X-B.tv 
SwKi.UNn i\ Hionr I\ P-Hr.sT (PA View) with 
Ti ascAru'ijAi! ItKc.iox Dist vsEi) Rinni i»TH Hut 

.S'argeriy—The posterior part, of the r>tli rib founij 


diseased and surrounded by granulation tissue with case¬ 
ous material. Tlie pleura Was found to bo intact tlirough- 
out. There was an oxtra^ileural intratiioracic pocket com- 
rminiealing through the space producp-d in the diseased 
ril) wilh another extrathorncic. pocket! in inlowiijiuiar-re¬ 
gion under the muscles of tlio beck. Both -wore partial¬ 
ly filled with gi'anulabion tissue and coseating material. 
Thei-e was no intraplourel collection of fluid. 

Four inches of the diseased 6th rib wore excised and 
tlic griuiuliilifu) tissue was curetted out from tho extra- 
]ileuritl iiiiralhoracic pocjket. The cxtrethoracio jiooket 
wiis ('xeiscal and tho wound was closed without any drain. 

ffiop.s//' The biojisy n'port of the excised tissue showed 
changes elia.>-a('lcrislic of lulxM'c'nlosiB. 

Folloir-iii '—The patient was kept on antilnherculosis 
treatment, including streptomycin siilphafe 1 g. TM injeo- 
tion daily, elliamlnitol hydrochloride 400 ing. (1 tablet) 
thrice diiily and INU JiOO mg. daily. 

The jiniifiit is still coming for follow-np and at pi'cscrit 
is osymptojnalie wilhonl any reei-uvi'enee of swelling at 
the local site. 

DiserssioN 

Duo to eharaeteristic rediieihlo swelling jirosont on tho 
hack in tliis |iiili(*i)l, the strong possibility of herniation 
of lung WHS ke[)t in mind. 1 lerniation of lung through 
an ahnormul apiTtiiro of the thoracic cage in.ay be criii- 
genilid or tnmmalic in origin and rarely tho weakened 
area may he tlu' result of inflammatory or ucoplastic 
damage to tlie Ihoraeic cage (Tayler nt al., 1962 ; Bids- 
trup i’( ((/., 196(5). In the present case, it was thought 
that llie hnig was liomialing through a weak point in the 
ct)es< wall on acenunt of eillier a congenital defect in 
the rih or diU' to caries rih. 

Rut on ojXTation, it was fmind that thf) pleura wjs 
intact and no poi'linn of lung was he-miatiiig out. Fifth 
rib was diseased and there were two ))ocki'tM as already 
(h-seribed. Wbenever intratiioracic pressure used to in¬ 
crease, eillier due to eoiigli or dee]) inspiration, the contents 
of the intraliiorac.ic jiucs'et. used to .shift, to extriitlioracic 
jioekel, producing n swelling on the huek. As soon as 
inti'aliioiaeie iire.ssnre d('c-rea.sed or llie swelling was com¬ 
pressed ihe contents went hack <<> the inner pocket- I« ad- 
ing to disiiyiiiearnneo of tlie swelling. 

SuMMAny 

-A young man presented wilh complaint of a painless 
rodueihio swelling on tlio iijiper jiurt of the back for^last 
l.'i months. This swelling used lo appear oj'lcr coughing 
mid was soft mid spongy in consistency. X-riiy chest 
revealed the changes suggestive of curies of tlie posterior 
part of the Tith rih. Provisional diagnosis of herniation of 
lung wa-- kept in mind hut on operation, an extrathoracio 
pocket coinnmnii-nting wilh another extrapleural intrutho- 
rncic pockei with diseased posterior part of the 5lh nb 
wa,s found. Diseased posterior port of the 5th rib was ex¬ 
cised and the patient was put on untituborculosis treat¬ 
ment'. Ilislopalhological examination of the granulaticai 
tissue continued the diagnosis of tuberculosis. The patient 
responded to tho trealment and there was no tccurrenoe 
of swelling on follow-np. 
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Chronic Obstructive Airway Disease 

Chronic obstructive airway disease (COAD) is a 
common and increasing cause of disability and death 
in our aging population^ It includes disease like 
asthma, chronic bronchitis and emphysema in which 
there is chronic obstruction to airflow. 

Asthma is characterised by intermittent attacks of 
airway obstruction which may follow a course last¬ 
ing for months to yearsl It is generally classified 
into two types : (1) extrinsic, which occurs in atopic 
subject, often dates from infancy to early childhood 
and frequently includes a history of eczema and mul¬ 
tiple allergies; (2) intrinsic, which is not related tJ 
atopy, is often associated with recurrent respiratory 
infections and usually develops in adults. 

Chronic brrmchitis is deflned as a disease associat¬ 
ed with excessive tracheobronchial mucus production 
sufficieiT to produce cough and expectoration for at 
least 3 months of the year for more than 2 consecu¬ 
tive ycars^. Here, the bronchial mucus glands arc 
hypertrophied, the mucus secreting goblet cells pro¬ 
liferate and mucus production causes airway obs¬ 
truction. 

Emphysema is characterised, morphologically, by 
an increase in the size together with a destruction 
of the walls of the air space disUil to the terminal 
bronchioles. Emphysema, however, cannot always 
be diagnosed clinically in early cases, when histolo¬ 
gical examination from biop.sy is necessary. Em¬ 
physema may be primary, where cause is not defi¬ 
nitely known, is often genetically determined. Half 
of homozygous individuals with antitrypsin deficien¬ 
cy (about I in 5000 births) will have such emphy- 
sema^ Secondary emphysema, usually, follow.s 
chrbnic bronchitis and asthma. Recurrent emboli 
in lung, particularly in young women on oral con¬ 
traceptives, may also lead to secondary emphysema'. 

Ginically, the patients with chronic bronchitis 
initially have cough with whitish sputum, which af¬ 
ter some years becomes yellow due to infection. The 
organisms responsible are H. influenzae, Strepi. 
pneumoniae and Staph, pyogenes. From persistent 
infection, spasms of bronchi and bronchiole develop 
when the patient becomes dyspnoeic with audible 
wheeze. This stage is known as chronic obstructive 

* Majdmdak, N. K.— J. Indian .M. .1,, S9 :524, 1072. 
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Or chrcmic asthmatic bronchitis. In emphysema, 
dysfmoea. inappropriate to age and level of exer¬ 
tion, is the initial symptom. The presence of a bar¬ 
rel chest with an increased anteroposterior diameter 
suggests advanced chronic obstructive airway disease. 

It can be diagnosed by a simple bedside manoeu¬ 
vre by timing the forced expiratory vital capacity 
(complete forced expiration following a maximal ins¬ 
piration). Normally, the forced expiratory vital 
capacity should take less than 4 seconds. The ex¬ 
piratory time can be best determined by listening 
with a stethoscope over the trachea. A prolonged 
time is a useful clue for COAD®. 

Pulmonary function tests arc useful both for diag¬ 
nosis as well as in follow-up treatment and may 
detect COAD before clinical features develop for 
which spirometry is necessary. Measurements of 
forced expiratory vital capacity, forced expiratory 
volume in the first second (FEVi) and the forced 
expiratory flow over mid 50 per cent erf the vital 
capacity (forced expiratory flow 25 per catt to 75 
per cent), also known as maximal mid-expiratory 
flow rate, can be readily accomplished^ By divid¬ 
ing the FEVi by the observed forced vital capacity, 
one can determine whether reduction in FEVi is out 
of proportion to the reduction in vital capacity which 
indicates airway obstruction. In asthma cases, pul¬ 
monary function tests .show an obstructive pattern 
with definite bronchodilator improvement, whereas 
in chronic bronchitis bronchodilator improvement is 
moderate and in emphysema cases, negligible. 

In a chest x-ray, PA and lateral views, taken in 
full inspiration and expiration, to show excursion of 
diaphragm which is decreased in COAD cases. In 
cases of emphysema, there is hyperinflation of lung 
with flat diaphragm and in bronchitis there is increase 
of bronchovascular markings and in asthma it may 
be normal, Cylological examination of sputum will 
show eosinophils and Charcot-Leyden crystals in as¬ 
thma while neutrophils are found in bronchitis. Arte¬ 
rial blood gas analysis can detect mild to moderate 
hypoxaeniia and hypercarpnoca indicating ventila¬ 
tory impairment. 

In managcnienl. as prophylaxis, avoidance of 
smoking and removal from a polluted environment 
are two important factors. Avoidance of dust and 
fog arc important. The great killing of bronchitis 
patients in London fog of 50’s are too well known. 
Contact with patients suffering from influenza or 
respiratory infections should be avoided. A high 
fluid intake of more than 3 litres per day is beneficial 
and it helps liquefaction of sputum and cleansing of 
airways. Nutritional status of the patient should 

>•>>■•■>■ » . V I .1 . ...a., 
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iye improved. A change of climate from a moist 
climate to a drier one is also beneficial to many. 
It is a common observatimi that patients remain well 
when removed from West Bengal to adjoining dry 
areas or to sea resorts. 

Bronchodiiators are useful. Two groups of drugs 
arc available, i.c., epinephrine like drugs and amino- 
l^ylline like drugs. There is evidence that these 
two groups of drugs work at different sites in the 
adenyl cyclase-cyetic adenosine monophosphate sys¬ 
tem and appear to have a synergistic effect when 
used together", /j-stimulators, i.e., salbutamol has 
also bronchodilaior effect without much side-effect 
on the heart. The bronchodiiators can also be given 
by parenteral route in severe bronchial obstruction 
and oral treatment can be continued for months. 
Expectorants, i.e.. glyceryl guaiacolate 5 to 15 ml. 
4 times a day or solution of potassium iodide 10 to 
20 drops 4 times a day help expectoration. In prac¬ 
tice, however, they are incorporated in different res¬ 
piratory tonics and bronchodilator preparations. 

Antibiotics have got an important role in treat¬ 
ment of infection. In majority of respiratory tract 
infections, tetracycline hydrochloride, ampicillin or 
erythromycin in doses of 1 to 2 g. daily, usually, 
are effective and may be continued for 2-3 weeks. 
Addition of buttermilk and curd helps to minimise 
gastro-intestinal distress related to interference with 
normal intestinal bacterial flora. Addition of vita¬ 
min B-complex supplement will prevent glossitis. 
In recent years, trimethoprim and sulphamethoxa- 
zole combination is alsi> used. 

Corticosteroids arc t)f major benefit in those in¬ 
dividuals with attacks of intermittent bronchial obs¬ 
truction or blood or sputum eosinophilia. A short 
course consi.sts of an initial dose of prednisolone 
60 mg. per day and gradually tapering in the next 
7 to 10 days. In some cases, prednisolone in low 
doses of 5-10 mg., may have to be continued for long 
periods keeping in mind the possible side-effects. 
i.c., peptic ulcer, potassium loss, osteoporosis, etc. 

Oisodium cromoglycatc is a recent addition in 
the therapeutic armamentarium. Tlicy act prophy- 
lactically by apparently preventing relca.se of hista¬ 
mine from mast cells, the mediators of anaphylaxis. 
The drug is inhaled as a powder, released from :i 
capsule in a special inhaler. It is indicated m 
patients with astlima, who in spite of a complete 
programme that usually includes steroids, complete 
to have bronchospasm. They are most effective in 
children with extrinsic asthma and have a steroid 
sparing effect. Medication through aerosol, i.e., 
bronchodiiators and mucolytic agents, is also a use¬ 
ful method of relief for patients with €X>AD. 

N. K. Majumdar 

• Amos, H. K.— postgrad. Med. >/., 47 1971. 
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Rickettsiosis in India : A Review 

V. S. PADBIDRI*. N. P. GUPTA** 

'J'ypluis \v«s ouc of Ujo unijor i-uutiCM of large sealo 
mortulitiw during tlio tir'<t World War. However, the 
rigid aiiijlii.-ation of DD'J' brouglit down the niortalitieB 
considerublj- during tlio World War II. Tlio appcajanuo 
of aiil.ibiotic.s and c-fTcolivo pcaiiuuk-s lias since, broaglit 
this diacaso undor cuiilrol. .MI tho same, lliia disease 
has not b(vu wijK’d off (;oiii]))cli*ly. It continues to cause 
small or largo outbreaks. The purpose of this reviaw 
is to draw llu; uilcution of cliiiiciaus and niodicial prac¬ 
titioners to kcO]) rickettsial diseases in mind when they 
arc confounded with cases of pyrexia of unknown origin 
(PL'O). 

Ancioiil Indian lilorutuiv, has no reference to the pro- 
scnce of typhus or any allied disease in the country, a 
view that was shared by many of llic early British medi¬ 
cal officers. 

KPinUMlC TYPHUS : 

The first autlienlic report oi typhus in India cuino froiii 
Goofy in IBOH (I'A-re, IM"), where 15 cases of typliis 
were ndniilUtd in Ilia Majesty's IIos|)ital. 

Outbreaks of louse-borne tyjihiis have been rchlrieted 
entirely along (he norlheni frontiers of the eountry. 
Wright (IHHt!) dese ibed outbreaks in S.iugar and .lahbnl- 
jiore. In Pesliwar, llendley (1895) witnessed 9 epidemics 
during a In-yearp‘ciod. Tuo subsetpient oubreaks in 
(lie same, legion were reported bv Ilii.sbaiul and Mac- 
Waters (I'.tOH). 

Ejjicleniiologieal sliiilies in .Tuuiuiu and Kashmir reveal¬ 
ed that llie earlier epidemics of 1927 and 1042-4.1 were 
eaiisi’d liy It. pmwai^i'kl (ITussain, 1945). 

A siiiiilar oiilbronk during 1947-48 amongst the refu¬ 
gees of .TaiTiiiiii and Kashmir led to the isolation of 5 
strains—1 Iroiii liuiuans and 2 from lice jxxils (Kalra and 
Hno, J9I9). 

It IS tlierel'ore safe to eoiieliule llial tliere is a con¬ 
tinuous eiijeiiiie bell running from Bahiehistnn iicrose 
the Iliiii.ilayaii bills to the Kuhi valley. recent sur¬ 
vey of lisijesilian Slate carried cait 1)\ Virus liesearch 
Ceiilre (VIlC) in 1971 has revealed Ihe presence of com- 
l»lemeiit fising (('1-') anlib(Klies against H. provaecki anti¬ 
gen in Ihe serii ti-om peojile living in the irrigated tracts 
of Kola and Uiiiidi (Menon rt <if., 1974). .Although the 
provuleiiei' is low, this finding is of interest beiiause (he 
cliniide and clean Jiabils of the pcoplo here are not 
ordinarily l•onductiv(^ for lice infestation. 

MUniNK TVI'Hl’S ; 

Huring intensive studies in iSiiula Hills, It, inooteri 
was siiecessfully isolated from wild rats (Covcll, 193Bii) 
and tleas picked of! wild rodents (Covell and Mehta, 
1919). .A study in Bombay yielded 5 strains from man 
and one from rat (Savoor et al., 1048). Other placijs 
where siiceessfnl isloations wero made, include Jabbol- 
pore, Kashmir, Lucknow and Pune. In the Bangolore- 
Mysoro re,gion, isolations were made from a variety of 
sources—humans, ficus, rats and bandicoots (Ealra and 
Rao, 1951). 

Virus Research Gentre, Poona 
•M.B.B.S., Research Officer 
D.Bact., Directs 
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Cut out 
Cut-downs 

'Windsor medicaids' 

I. V. IN-CATHS 

outdate venesection _ 


* Particularly useful in adults where 
prolonged intravenous therapy 

is envisaged. 

* Catheter goes in through needle, 
which is withdrawn after placement 
of the catheter, avoiding extravasation 
problems in intravenous infusion. 

* Sterilised by Gamma Radiation/ 
Ethylene Oxide gas. Avoids 
chemical thrombophlebitis arising 
from use of chemically sterilised 
tubing. 

* Available in 28 ems lengths and 

thin walled needle sizes 18. 16 & 14. 

* Color coded for quick identification. 

* Double packed. Sterile. Ready - for-use. 
*. Size14 available in 62cm lengths. 
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Its continued presence in Pune was demonstrated I'y 
Aiighunath (1972). His stiid.v in Die Cantuninent aroa 
yielded 14 strains from huniiins, nits and Ocas and indi- 
en1/ed tlint the disease was eudeinie, with peak inci 
dencie in Ajiril and Afuy. 

More reeently, Cl'' untihijilies have been found in liulr- 
cd soriun sainple'i tnun cases of PtU") iticounlerod wiLli'n 
the Pune city limits by Vi?(!, indicating thereby, tlia*^ 
there has heen no cliangc in llie contiiuicd activity nl 
tliis micro-orgauiMii in tlic laigci' cilics. 

Sporadic, eases of iiiiirinc lyphns were reported fro'ii 
Lucknow (Itliatia, 1010), Mysen- (Uciling and Xaicl.i. 
1941), Calcutta fSanyal, 19,17) and Cioleondii (Ali aiul 
SvihrahiniuiifUi, 1917), Its ju'cscneii in the villages i,f 
J\arnul and Keuari «as ri'jiorlisl by Mulliiir |1!I1-1), 

Tbc iiclivc. role of l•ud*•llls in tlic iniiintenancc of tliis 
rickottsia in nature was convincingly demonstrated by 
Striker (191H). lii-sMes limling tbe iiri'Seiico of Cl'’ iinli- 
bodies in sera from nuli'iits trapjied in Bivuibay and 
Pune, rici.ettscil isoialions \wre also made from rat ficus 
aiul poolisl brains from lats and bandicoots. 

IMIHV TTCK T\l'llf.s; 

The origin ol tick lyplms in fiidia can be trauoil direct¬ 
ly to Col. .Megaw, lor iiiilil Ic mu’raled his own ex- 
jicricMci* the lick bite ami lii.s subsc(|iu'nl illness in 
l!ll7, cilmii-iaiis were in,I aware ol llie |)n’senee ot tins 
c.oiuliliin in llic country. 

IHiring tile inili.il singes, cases of lick lyiibii" were 
generally diagno-ed u.s Rocky Moiiriiain spotted tevc 
(ICtlSP) liecaiise. Ilie jiallcrn ol illness was almost ide.n- 
lical. Based on personal communications received from 
c.liineiaii.i in various (aiils of tbe country, Mcgiivv, (192.')) 
put lortli Iiis view iliat lick typhus c.xists in India as a 
distinct ciitit,v. 

'I'lie inlcnsiv isolation allcriijils by Knlrti and Hao 
(ISktHa) lit Kumaoii Hills yielded ,1 isolates from ixinungst 
tbe vai ions tick pools lioiii tliat region. Similar uttemjits 
at Niiiiii Till, liowever, were inisue.cfsstul. Other sue- 
ecssfnl isolations from ticks include the one from Haetna- 
liliijualiK Ic-ichi var. iihlivu at- Inipinil and Ixotlus rinviii^ 
at .'Vlinora (Kalru, 1919). \ strain isolated from Ithipi- 

nrphalim mnsiiini'uii at Srinagar by Kalrti und Ruo, was 
scut to tile Jloi.-ky Monntii'ii Laboratory, nnmiltoii, flSk, 
where if. was shown t<> be more closel.v related to llv 
Bont^pncusc. fever agent than H. riclirtlHii^ but not -■i- 
uctly ulentic.a! with eillier one (Plnllip cl nJ., JO.IOj. 
iKalationa from humans Iiiive been suceesslul in .Tnbb'xl- 
poro, Srinagar and Pnia 

Serological evidence about the |)resciiee of lick {y|ihuB 
in India was provided by To[>piiig cl al. (1943). Sera 
from 3 suspected cases from M.vsore. were sent lo the 
National In'jtitutes of Health, Belhesda, USA, vvhere 
CF tests perfimned, indicated tliat the eiiusative ag'.inl 
had a close immunological relutioiishiii to R. rickettsh. 

Reports about sporadic cases liavn e.nme from vnrioos 
places. Keates (1922) tlescribed a case of RMSF at 
Murree. Megaw (lac. cit.) received personal comiauni- 
oations about the pre.sc«c.o of tick tyfihiis in Nagpur, 
Hyderabad, Kanpur and Saiigur. With the passage of 
time, cases were also reported from AJiahnbad, Narsupat- 
nom, Rirtlam, Seemiderabad, Tricbinapully, Bangalore, 
Jhaiiai, Nniiii Tal, Darjeeling. Pune and Lucknow. 

In ootnparison with other tick-borne riukettsioses, diUu 
cm Bie epidemiology of tick typhus in India are rather 
scanty. With this view in mind, VRC has midcrlaken 
certain epidemiological stndies in Pune and Saugar. Pre¬ 
liminary reports based on the haemolymph test perform- 
9 


ed on ticks from these. 2 areas, indicate tick typhvjs acti¬ 
vity here (Pndbidri ct al., 1977). 

0 insvnu: 

Reports of out breaks of Q fever in India are scanty. 
An outbreak of Q I'cvcr tlic first to bi> recorded in the 
c.iiuritry was liic one- in Dchni Dun in 1940 wherein 
400 discs wcri- reported amongst the (iurkha troops sta¬ 
tioned there (Kali'.i imil Tmicjn, lOlO). 

Tlie lirst fudy dociiniciilcd case of Q fever w'lis report¬ 
ed by Kahn and Tun-jn (19.13). A small serological sur¬ 
vey carried will bv lliem iiulii-ated that, even then, Q 
fever wii.s pivsciu aniringvl tile hmiiun and uiiimul popu¬ 
lation of vnriinis Slafis. 

Know ledge nl.'oiil the .activity of Q fever in India is 
liMScd niniiily on scrolegiciil surveys, iiotiilily tile follow¬ 
ing; ‘ 

-V survey ot |{(„,il)ay Slide during 1951-12 ,aiid the 

earlier one in 1919 indicated ii low prevalence of (J 

fever iiuiongsi ihr tiiiiiiiiii uiid eiillle jiopiilatiou (Somiiii, 
19.'i4ii). Similar surveys unoaHlicd its presence in Nili- 
gins and Coiiol utoic ilislricls of Madras Slute (Veera- 

ragliavan and Siikiitiiaian. litid), Mhow (Piithak and 
Tmiwaui, 19(19) and llaryiiiiii and Bikaiier (Kulshrcslitha 
it lit., 1974). 

Hetcelion of spoiii'lic cases at. tlic .Military ilosjiital 

and Dairy fiinns ai Pune indiieed Kuli'ii und TniiC)a 
(1951) li> iiiiilertak.* n survey of the major cities in Jnd’R. 
lie.',lilts revealed the Jiivolvenieiit, ot lioth liumans and 
dvnnestie animals, tlic iutviiIi'Iicc. rates varying from 2.‘i 
per cent m I'liin lo Jli.O jiiii' cent in Mysore. 

llecendv, the organism has been dctcelcd in and around 
Dellii. .Iiiiilysi'- ot po'.itive sera revealed tliul the jiiiedin- 
trie agi' groiij) li.id llie liigbest perccutiigo of positives, 
imjilyilig llievi bv, tiiiil man gets cspiised to (his riekett 
sill III a vepy ciiily age (('liiiiulhuri cf al., 1971, 1972). 

The jnililii; lieultli [iroblems jiosed by tlic presence 'f 
level ill llie uoilhern iigricuUiirul States of llHrynnu 
anil Piiiijiili, liiive been diseiishcd liy Uaiidliwa cl . 
(197.3). 

Sofologieal -.iiivi vs i-iinicd oiil by VKO have indicat-d 
till' preseiii e of (J lever in ei’rtiiiii oilier quirts of ibe 
eoiintry. t'l’ tests on iinimul seru Irom Dliarwar and 
hijapur ilislricls of Kiiniiitaka r"vealeil a very high pre- 
viilcnc.c ol t) fever m liiis region. Of the .3li2 sem tested, 
almost half showed the jiriiseiiec ol uulibodics ag.'iin.'l 
tile ft. hainclii antigen. The jiiiblic licaltb problems 
posed as 11 result of the heavy liek infestation of those 
iinlmals '-1111 never lie emjihiisised uru'c strongly (Jos'ii 
c.f (il, 197.1). 

In eotii[iui i'-oii, the mfeelJ'iii rates amongst the varir.c- 
domestic aiiiinals in lUiil iiroiiiid .\nraiigaliad viiried-- 37.1 
jicr iTiit in sheep, 14. tl per cent in goats and 2.2 )ier ceut 
in c.utth (.Mellon ct uL, l!)71). 

A snrve.v of R.ijiistliun tSiatc by VHC- revealed (he 
presence of Q fever in all the districts envered during 
the study. PJ'' antibodies were found in both himiini 
und uiiiiiiiil sera from 'Kofn. .laipur, Jalorc and iSirulu 
disiriets. Tlie overall previilenee lutes were 18.fi per e.eni 
in Inmans and 24.7 per eeiil in uniiTiuls. 

SCItl.'lt 'TVI'HCS ; 

In 19.3,3, the .\rmy Head (Jiinrlers (India) Jirecti'd nil 
its Laboratories to routinely cmplov the WVil-l'Vlix lest 
on Hcra from all cases of fevers. Results of one year's 
study revealed the presence of .scnih typhus tbroiiglioiit 
thi< country, tlie sfwsoniil incidence being from mid 
August to the beginning of October. 
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Scrub typhus cams into prominence as a war disease 
in India, espcoiallj in the eaRtem regions. The rapid 
increase in incidence amongst the troops from 1942 on¬ 
wards led to the formation of the Army Head Quarters 
Field Typhus Research Teams. Data compiled by its 
members run into 3 large volumes. 

A comparatively mild outbreak of scrub typhus in 
South India was reported for the hrst time in 194S 
(Koenigsfcld, 1945). Although the clinical features were 
not very distinct. 113 serologically proved cases w'ero 
recorded. Swamy and Duttn (1953) point out that prior 
to the advent of troojjs in Jumsliedpur in 1946, cases of 
typhus were not recorded. Subsequently, however, over 
200 ])ositive cases were reported annually, the dinguosis 
being based on tlie combined clinical and aerolrigical 
studies, .\nother outbreak at Snbnthu iii the Simla Hills 
was reported by Somaya and Atliale (1957). 

The Indo-Pukistun conflict of 1905 brought into sharp 
focus the enrleraiciiy of scrub typhus in this region. 
Small outbreaks were seen amongst the Indian troojjs 
operating in Siulkot sector (Rao, cite<l by' Ragliiinath, 
1971). An unusual outbreak in Punjab (Wanchoo ct al., 
1073), stressed the fact that only after (ho deployment of 
susceptible jieoph. in various areas, arc fresh endemic 
fooi unearthed. Tlio report of an outbroak amongst the 
Indian troops operating in the north eastern sectors dur¬ 
ing 1905-00 (Kochhar, 1972), indicates that endemic foci 
prevail in this region too. 

Outbreaks where serological studies have aided in con¬ 
firming tho diagnosis, include the experiences of Tatter- 
sal and Parry (1945) and Motion and Sumpath (1901) 
wherein outbreaks amongst n Brilisli Regiment in an ar-'a 
goographicully adjacent to Hurma and the experiences uf 
a general Field Hospital are described, 

DisouRsing tho clinical feolures of a circumscribed out¬ 
break in Muznffargarh district of south west Punjab, 
Yacob (1037) could not find sufficient evidence to in¬ 
criminate a vector. -The typical primary eschar, how. 
ever, left no doubt about the diagnosis. 

That the Tsuhuga>nu»lii fevers of Japan and Malava 
differ in np way from the similar condition cncoiinlend 
along tho Indo-Burinn border was amply proved by Tai- 
tersal (lO'lS). On the other hand, Iml (19,54) observed 
that low roortolily and scarcity of the primary lesion 
were conspicuous features in the scries of cases seen 
by him. 

As a result of the widespread jirevalenco of scrub typhus 
in India, isolation attempts have been successful in a 
large number of cases. 

.A study by Mackie of ul. (1940) along the Assam Bumo 
border yielded isoliites from 5.3 pools of trombiculid mites. 
They also proved that It. oricntalis could bo trahsinitted 
tronsovariaily by T. del/cnsa. The subsequent year Davis 
of al, (1947) recovered a total of 85 strains from a variety 
of sources in tlio same region—^humans, trombiculid miter, 
rodenUi, experitnento] animals expos^ in these areas, 
etc. 

That evcHi a metropolitan city like Bombay , is not free 
from scrub typhus was revealed by the iaedation of a 
stmiu of R. Untaugamughi from a mouse (Savoor of al., 
1947), Successful isolations from humans were reported 
in the following year in 8 of ^e 16 eases investigated 
during tho post-mnnsoon period. Results of on 8-year 
study indicated that 10 jier cent of the sera tested show¬ 
ed agglutination against the OX-K antigen in the Weil- 
Folix test (iSoman, 1954b). In all, this study yielded 22 
isolations from humans but none from rodents or the 
vector mites. 

The rodent involvement in the mainteuaiuw torub 


typhus cycle os Simla Hills was proved by CoveQ <1986b) 
when sera from wild rats showed agglutination against 
the OX-K antigen. Correlating the clinical and labors' 
tory findings amongst cases occurring at Barraokporo, 
Krishnan et al. (1949) found that rickettsial isolfttions 
were succcsslul in 71 per cent of tdie cases that '«e’'e 
clinically typical but serologically doubtful. 

Cases uf scrub typhus in Madras Presidency that were 
confirmed serologically, have been included in the report 
of the King's Institute of Preventive Medicine, Guindy, 
for the year 1937. Based on results of the Weil-Felix 
test, (he gec^rnphiottl distribution of mile-bomc typhus 
in India includes Lahore, Meerut, Bengal, Assam, Burma 
and Deccan (Corson and Wilcooks, 1945). Reviewing 
previous records, Kalra and Rao (1948b) concluded that 
this condition had been endemic in Koshmir for quite 
a few yeare. Its presence in the United Provinces, 
notably Lonsdowne, Jhansi, Nowgnng, Mathura and 
Agrn, was confirmed by Bardhan (194-1). 

Reports of sporadic cases include llie presence of 
“Tropical typhus” in Bangalore (Biggatn, 1932) and at 
the Indiiin Mililun- Hospital at Calcutta (Lusk, 194.5), 
Cases ill the Knmal district of Punjab were recorded oy 
Matbiir snd Ruri (19.53). Scrub typhus in Jammu pro¬ 
vince has been reported by Kalra and Buryanarain (1950). 

Epideminlogical studies in eastern Himalayas by 
Varmn (1969) indicated the prevalence of T, deliensia 
and that the terrain had all the ecological factors con¬ 
tributing to the fonnation of typical “mite islands”. 

Using the Gilliam strain of It. tsuUuganiuHhi^ a sero¬ 
logical survey of Rnjastlian and Jammu and Kashmir 
States carried out by VRC revealed that tlio prevalciioo 
rates were- 2.4 iier cent and 3.5 per cent respectively. 
The survey in Rajasthan included Jaipur, Sirohi, Bnrmor 
and Jalore districts. Here the highest prevalence rales 
were in Banner (4.81 per cent) and Jnlore (5-3 per cent). 
These compared very well with tho loiiol topography, 
especially in Jalore where there is typical scrub vegeta¬ 
tion and a high rodent population. In Jamrnii and 
Kashmir, tho survey covered Srinagar, Baratntilla and 
Jumniii districts. Tlie differences between the prevalence 
of jiosilive rcaetora in these 3 dislriels is not significant. 
Q'lie low prcvuleuee in the State may hove been due 
to Q strain variation. 

In conclusion it might be pointed out that all the 
rickettsial disea.scs know-n to be pathogenic to man exist 
in the counti-y. Epidemic typhus is seen in the form 
uf outbreaks along the hilly terrain of the north western 
frontiers. Scrub typbns shot into prominence as a war 
discnsi; along tlie Indo-Burnia border. Extensive work 
done by tho Field Typhus Research Team indicated the 
endemic nature of the condition there. Murine typhus 
has been shown to be jiresent in most of the cities and 
larger towns w-here such studies have been undertaken. 
Cases of tick typhus were reported from rural areas as well 
us forests. Q fever has been shown to be more prevalent 
in the northern States. It therefore becomes imperative 
to consider rickettsial diseases in the differential diagno¬ 
sis in coses of pyrexia of unknown origin. 

SouuaBV 

This article traces the history of various .Qckettc^ 
diseases in India. Ancient literature has no xefeKnliie 
to any typhus-like illness. Reports about the pnaanoe 
of tiiese disease began to appear only witii the advent 
of British medical officers on the stsene,. ' 

Outbreaks of epidemic typhus epi^r to he restricted 
to the northern regionA ol the Iqdlem at^b^CcBtineot. -tivy 
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ing one the impreeaion that iliere is an endemic belt run* 
ning from Baluchistan, across i^e Himalayan hills to 
the Sulu valley. 

Kurine typhus has been shown to be present mostly 
in larger cities like Bombay, Pune, Jabbalpore, Luck¬ 
now, Bangalore. Kashmir and Simla. It’s presonco iji 
most places has been shown by either isolating tho agent 
or showing tho presence of specific antibodies in sera 
from humans and rodents. 

Tick typhus oamo to bo recognised in India, only 
after Col. Megnw described his extierience of the tick 
bite and tho subsequent illne.ss. He received personal 
ooinmuniontions about its presence from clinieinns wi 
different town.s of (he country. Isolation attempts fr™ 
the voclor wore successful in Kuniaon, Almora and Sri¬ 
nagar. Itcceni studios have rc'voiilud its presenep i;i 
Pune au(J Saugar in Karnataka. 

There are scanty reports about outbro.aks of Q fever 
in India. Inforumtion aI)oot its i»resenee in the coun¬ 
try has ullicrwisc bei'n based on results of sorojogical 
surveys. In fact every survey unearths new foci. 
Q fovor lias bci'ii shown to be present in Haryana, Pun¬ 
jab, Hell i, Bajastlian and various other placos. 

Although scrub typhus was reported in India much 
earlier, it cninc into projiiiiienee only during the SoeonJ 
"World War, especially .along the Assam-Burma border. 
As a result, a largo luiinbcr of isolates were obtained 
in this region from a variety of sources, 
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NOTES AND NEWS 


National Cong;re 5 s on Clinical Research 

Tnder flu‘ ninpi<'os oI K.I'j.M. Tliwpital and Sfth (i. S. 
Medicnl Cidlf'gi' Ilcsi'aivli Snr-it'ly SDvcr Jiihlk'e (’clc- 
kratitmK ('omiiiillcc. Hoinljjiv, tlu> 'Nnlional ('ongrcss ni 
(’liniciil Ki*sf’ai'( l> vonld l>i‘ tn kl on JJovt'inlii'r 17-]!), 
l!)7H. Th(i olij'-cli\(‘S! of lli>- (Vingi'cst- :ijv (1) 1o liring 
fogetlifr jicrsniiB iiili'ri'slod in fliiiical I’csiMrcll, (l!) fo 
dofino iircHs of juiorilx in flinical n'Koandi in rolnfion 

to our Tuitioiiul niaaN, (•!) lo g' I Hs-iistimoc of CNjiorU 

fo givn giiidt’liiii'S H.kont n'M'iu-cli antiviiins iti vjiiions 

fifldH of iiiilioiiiil infrl'fsl and (I) lo co ordiiialc tin- ncli- 
vifioK of \ariuis iigoncu's «]iich i)roinotn I’linii'iil n'- 
Rourch. Turtlii'i' di‘tail« may lio Ii:mI from Dr. II. ('’. 

Melild, Si'i'ridiir\, N’alion.il ('ongia-ws on riinicnl Ha-i andi 
K.IC.M. Hosjiita), l>i>iiil)a\ -100 012. 

Next M A.M S. Examination In February (979 

Tlio‘ tn‘\l I'xainiinition for ini'nilif'isliiii of ^illli(lni^l 
Acii<l(>iny of M('di(':il Scicnia'B coiuliicicfl li\ lln- Nal'on.il 
Hoard of l''..\aininiilioiK w ill he lirld fni I'V'hninrv f) li, 
1070. ()nl\ in*'di<'id griidnali's 'having Dk- raijnisiit- (jiia- 
lificiil.ion ini'lud>’d jii ihc lirsl scli>‘dn|i‘ of .MCI Acl 1!i.‘i(i 
arc ollgihln lo sii for tlii' I'xiiniinalion. .\}ijili(‘alionK wdl 
ht' ri'civi’d fill JCf/i Xonrnihi'r l'y,f< without laic ii'c 
and till -''df/i Ko’^rmhrr I'-H^ with 11 fafc fee of Hr. .70,'.. 
Ijiat of Mu* Kid)|cclK in n1iic.li ihc cxainiinilion, nlll l-i' 
l.dliOi) may he Innl froin the Scerelar\, .National llo.ird 
of KxfuuinfitionR, (’ll'JO, Ansun Nagur New Didhi 
110 010, 

Bio medical BnKincerinK Society of Qularat 

Al a nicciiiig ttf doe.inrs. eiigineei-s and scientists held 
recentlx nt llic Physical llcscurch Jiahoralory, .^.liiiaala- 
hnd, it was decided to coii'.l il nie the- almvc Soeicl\ in 
tiickle the inferdi'Ciiilinary an a of hin.ineilical <‘nginci'.'- 
ing now einerging in cnnsiaiiieni’i' of tin' growing ‘-njihis- 
tication of incdieal ieclinuini'N and iicd 1 uinenis. .\n ml 
hoc o.xeenlivji' eoimnillei' was fovnied with Mr. (). P. N. 
Cnlla. as Presalelil and Di'. 1\. N MaiiKad iis Jinny. 
Kis’rcliiry with the niTa’e nf ilie Society located at. .if 
Swairvihai Siadi'lx, .Minc'dahad lo, (ioj:u-ai. 

Bombay Orthopaedic Society 

Pniler the nnspiees of the Sneii-ly ^ enurse in ‘D))ern 
five Ovilu paediet, Siircerv’ Mill he Indd in Hoiiihay on 
Novenilier 107H. The Iasi dale for apldving fp 1 

registration i*- .'W'-'* Aiiphealam lornis and olher 

delails may lie <ihlanup(l fnnn ; Dr. ('. (1, Pradlniii, 
Sccivtaiw, t’i(.mlia\ Drlhojaa die Soeietv. Jpaiid Mansa.n, 
Midnushi t'arvex Maig, Dl'p. ('liarni Road Suiti'iii. 
Tlmnhu’i 400 001.' 

Seminar on Engineering and Health Care 

Tile iihove seinin.ar sponsored hy llic Jnstriiitu'iit 
Stwieix nf India wdl he tiehl on Novemher 11-12, 107K, 
nt Mysore, Iteiails ahont the topics lo he ihseusacd anil 
legistration fee, etc., pir delegnte.. may he had from Mr 
T. (]. Krishnii Martin. t’o-ordinaUir. F'Ingitiecriiig and 
llfid'ih ('we Semiiiur. Instnnnent SiM‘i>>ly of India, PISl, 
Hiiildiiig, Indian liisiitiile nf Science, Hangalore 7li0 012. 

VI MP State Ophthalmological Conference 

The sixth annual eonfen nec of MP Stah' Ophlhalmolo. 
gical Riviett will h(> held *1 Hilaspnr on October 1-2, 


1978. The special features of the coiiforctiee include Dr. 
Wnrln.v'H Oration for 1977-78 and prcRCDlation of scien¬ 
tific pnjiers on diseases'. Detailed information 

may he had from Dr. R, 0. Siixeno, Organising Secre¬ 
tary. VJ Kfp Stale O|ihtlialniological Oonfcrcnoe, 52 PWD 
Hiingalow, liitik Road, Tlilaspur, MP. 

National Academy of Medical Sciences 
Announces Awards for 1977-78 

The Nalimiiil ,\eader.iy of Medical Sciences lias sn- 
noiiriccd the following medal/jirii'.es for 1977-78: 

(1) I'r, S. S. .Mishi’a Memorial llronzc Medal jdim 
eash prire—To he awarded for the hc-l iiiipiihlished wo'di 
in nii,x lield i>f hlomedieiiie h\ a ,\”piiig hiomedical se.ieii 
tisi helow '10 yc.nrs of age. 

(2) Sir Shriraiii Itioir/pe Medal I'liis cash pliz.e—To he 
ftwar'leil lo a liiomedieal scieiilist of any age for his.'lier 
liesi [iiihlished paper dining th" pi'eceding It \ear-- on 
“('•>mmiinil,\ Meilieine” (en(iiimniit\ lieallli, iiip’dical edu¬ 
cation and lio'-piiid admiiiisl rat ion). The wni'i< slioidd 
have hem done in Irnlia. 

f'") Dr. R. Isssliwal Ph/.e .Med.d—To he awarded 
lo Ihe Is'sl woiKii (.f al" age in Ilic lii lil m "(’olnu and 
Its Disease.” The iiomiin.e sli mid sidimil along with 
Ilie I'aper eoinplci, hihlioginjili,' lai lln- ■-iilij'ct iiichiding 
wiiHv doiio III India. 

(-1) Dr. A'lnila Viimaiii liroii/p Medal plas I'ledi jiti/e 
—To he aw arded lo a Pipiin.'dieiil p-cii'iil e.i agp'd helow I'l 
.M'UIS for liisp'lier lip'.I wpiil; in Ilie lield of “ Reliahililati >1 
of ihe Np'iirologie.dl.v Ilnndie;i|p|pepl Paiii’iil", hosed on 
jiiililished fa' tiiipiihlislied wort willi i>arlii'iiliir emplia-is 
on iipplieahilit v ol Ihe woi l; to so.-ippciiIi iii al and eeiino 
riiic ionsideiMlions )prevali‘nl m Ihe Itiili.iii eoiiimniiil\ 
commiiiiitie?. 

l'’our copies of each ])ii]ier iMiiiiiialhill ‘hoiilil reach the 
officcp of the- .■Veademy latest liy Si'jili iiilu'i' I'lifl with 

a forwarding lell'M' gi^■ing brief hiodala ol Ilie scieiili.d. 
along with the title of the mcdalp'iuize I'pir which ihe 
p!i]ier'nomiiiiition is sidimiUed. Details of olher coiidi- 
lions may he had from ihi' liMeiilivi' Director, .Nalionnl 
.\e:ivleiii\ ol Medieiil Sen iiees, ('T1 Iti .\iisari NagiiT. 
New Dellii 110 OICi. 

Doctor in the New.s 

Dr. S. (' Milia, rctiied Piofessor and Ib'iid of Ihf 
Deparliii' iil of Di rmaiolpigy, ('.deiilla National Medical 
College, has heC'ii appointed I’.pneriliis ProfeRsOr hy the 
(loveriiiiip'iii of NVesi Deiig.il. Dr. Milra, who is Pro.i'i- 
di'iit p f the Caleiitl.i Mraiieli of 1M.\ and has been elected 
T'resipl.'iit of Ilie li' imal Stall' Itr-nwh lor 197H.79. is a 
mi'iiiber of tlip iloiirnal Conirnillee of TM.\. 


CORRESPONDENCE 


The Editor is not responsible for the views 
expressed hy correspondents 

Role of Acupuncture Analgcela for Intractable 
Pain in Malignancy 

Silt,—.\cupiin<'turp Miiidgesiti or traditional Chiuciie 
anaestliesia is the talk ol (be clay. The Chinese claim 
this as being based on scientific and inetihfKloIngicnl baoK- 
groiind, but. it remained nnacccptuble to the Western 
world lor a lireitj long time. Recently, two papers in 
acii)nincture therajiy (Basil, 1973 ; Rhrivastava, 1975) 
were published in your esteemed jouma] stating cSec* 
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livcness iwid providing snieiiiific fxpJunation in (cririK if 
neiirojjJiyBiology, 

With tiio help of ourrerit liternitiire and some giiidanco 
from tlio viaitiiig profcssonj, a afart- has Jimde for 

lining this art for anulgesia pur))Osps only in the Dcjmii 
rnont of AnHpsthw,iolog\, M. P. Univei-aily, Mi'dicsl Ci.l- 
legc, Rnhtak, for ciunTnon niliiu'nls like iiitnii-lahh' pain 
and neuralgia, etc., 

Here is presented n case report, of saveessful uinnagi- 
nient of intraetahle pain. Tlie patieni vas a '10 \ear-..iil 
lady with CHreiiioina hreasi (grade IV, inoperahle) wh > 
wtm lu great, agon\. All (yjios of luialgesie.s and naivolji'n 
111 VHr\ heav,\ doses \iere tried iiiit failed. She. li.ad lo .1 
virtually nil her faith in medical science and wanted to 
ooiniriit suicide. 

'I’o tiiid out the jiaio tlireshohl, aigesimetrv was done 
hy rrieai'^ of (laiiiliil sliiimli feleel rieaPmeehniiieall hi 
getting roiillileiice and eonperaliou ot the ]iati*-nl, .1 
(letiiiled evaluation of her pi rsniial psychological and soeio 
eeotiomin st.stiis \\a.s made, as this vas considered 1i, 
1),' very vital for proper siiei-ess of the. ieelinii(iie. 1)"- 
tails nl till* pioeeiliire veg.irdmg duration and ninnher of 
si|.lliips, si/e and ninnher of needles. 111,, (laiii eieaie I 
hy iho needles Ilieinselies were e\plained to the piilieiit. 
and her fainilv and wrillen eonsenf was olilivini-l. He 
eaii.se of uin .ivailalulil \ .of ideal needles, eiglit |2.') SW'i't) 
needles V en* mserleil at dilTerenl. ]ioints. four of whieli 
were jii'. .\iiiiii! and I'oiii distal as tollows; Pro.ximally 
H) Anierior axilliiiy fold, dejilh of needle 0 r> cm, CJ) 
nij))il/'. up (0 u i|e[itli of O.o cm., l-i) .'ith iulereo-.ial space 
on nll'ei led side heliind nipple, dep'li 1.0 cm I I) iii.ivi 
iiniin lender jioini. On cm. I'lslally—(.')) In heiween ]s| 

and iJnil nie1aeai-)ial hone ol liand. dejilfi (h.a eni. (11) sniilf 
hox, (|ep(h tl i) eiri., |i) eaj* hihnle, di'ptli (h*f eni. anil 
(H) Mdjie of the neeh, depth 0.5 eni. Tlie nninher 1 f 
points was 1 in each site and duration was flO niiiinles. 

'rhe* jialient was given a total of K silling.s on alternate 
days. Ity the IHi silling, over 70 per eeiit of Jiain was 
relieved lUid total inlase of nareolies wa-. also decreased, 
tty the end o( the Hlli sitling, 00 per eeni of jniin ilis 
a|)jiearet|. Tins lasted for a ]ierioil ol (1 iiientlis. 

1 am, eU'., 

J7/0.T Medical (’ollege t’/iVNimv Viu Sinoii, 

i'ltiehive, lioliieu, M.s. IAnaesIli.', 

Han’iiila. Iieelnrer 


l!.ri.’KKi;Mi';s 

Riisu, 11. K.— J. Inili/in M. ,1.^ 61 ;270, 

Smvastava, r. M.— Ibid.. 64’15», 1075. 

Onion in Prevention of Atberoncleroslo 

Bill, —Onion has hoen shown 1<i )iieveii( alimenlarv 
h.vperlipnemiB (Oiipla ri al.. 1000 ; Jain, 1071 ; Flordia 
et ah. 1974). The jiresent study was enrriod oul in 
healthy human volnufeerB lo detenniiie the effi'ct ■ f 
onion on scrum eliole.slerol, seniin (nglyet'riiles, serimi 
alpha and beta lipoproti'ins and serum [ihospholipiils dm 
Dig nliiTientary hyperlipiieiniu. 

Five healthy male medical students were snhjee'ed If. 
detailed history, physical examination and relevant, nvcs 
ligations lo rule oul the possihility of any assoeiat'*d 
disease. The fasting hloml snn7]i1e was eollee.led for abo’-e 
lipid parameters. The individuals were then fed wdh •< 
breakfast. (100 g. of biitlcr with 4 slices of bread. 2 
teaspoonfuls of jam and a cup of ten). Blood samples 
were again collected for above invcBtigafions 4 hours 
after the breakfa.st. On another day, similar procedure 


was adoptel on the same volunteers hul along with IIm 
above breakfasl, each one was served with h/iopj/ta 
(pahoran) made of onion (100 g.) and biooil samjiles col¬ 
lected 4 biuir.s later. 

Tlie esdiiialion of 1 i)>id fneloi-s mentioned abovo was 
done on every sainiile of bhxxl. The [lersou analysing 
(lie blood samjih' was not aware whether onion was given 
nloiig witli latiy In-i'iikrasl. Tin* resiills were Inbiilatod and 
analyaed slatistieully (TalJe 1). 

Tmh.i 1--Si(owis(. r.|.'|.'i.er ok Os'toN on Viiiiors l.ii’in 

I’ll'TOIls IS A|,IMI-..NTAI!\ lill'AEMlA 
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A 


li 

(aimmenls 

!■ .SI- 

1 111 lei 

Idisl - 

lliilter 



111 ,. 


ing 

-l-onioii 


.Serum (hole'.ic- 
Tel (ing./l : 






■Mean 

167.4 
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169.0 

174.8 

No sigiiilicanl 

S.l), -1 

8 .b 

8.4 

7.3 
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(I’>0.05) 
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(•elides (iiii;.,..) ; 
■Mean 

lOl.H 

2SS.4 

KXf.O 

117.0 

.Signirieaiii reduc- 

.S.I). ) 

8.7 

15.5 

7.5 

4.1 

lion in H rcrRU.s 

I’value ■ 


<0.01 

— 

- 0.05 

A (1'<0.0I). 

Si'riiMi beta lipo 
proteins (';.) ; 
Mean 

Vi.f, 

74.8 

61.4 

64.0 

.Significant rodiic- 

Ml. -I- 

2.4 

2.1 

2.4 

2.1 

linii ill H vnrXHS 

1 ’ v.ihie 


<0.01 


<0.01 

A {1’<((.0I) 

Serum obospliii. 
lipids (mg.":): 






Mean 

6 .H 

8.4 
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6.9 

Signifieaid rciliic- 

S.I). 1 

0.4 

0.4 

0.4 

0.4 

lion III It iKO'Mis 
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" 

<0.001 

w.. 

>0.01 

A (l‘<0.01) 

«Tlie P Ml 
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er ( V), luitter -p onion (B) 
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sigiiilii 
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rat ion 

)n valiH»K wlion 
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leidive 

fa'diiig vain 
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•As e.ar he seen, thei'.' wa- no sigiiilieaiK 1 ise in sfirum 
etioli'slemi levels f. Iliiwiiig l.illy meal. -Addition of onion 
also (lid ooi l•l,•lk'■ -igiiilieaiil alleralion in senmi eholes- 
lerol h'lels I Imvi'ViT, serum tvigivei'rnles, seriiin beta 
lijiojnoleiiis and Miiim li'liosidioliinds weri* signifieunllv 
(*Jevaled alter fiiMy meal and their rise was sigiiifiennlly 
mliiliiled hv i.moii. The aheriilions in al)ih!i jirolciiis 
wer* i.pp'.' de to ihose seen m be[a lipop'ole.iiis. 

The aelivi- prineiido of onion eoiilnins ally] propyl dis'il- 

jiliide. 'I'lie ..lion of onion on fat induc'd 

liype'-lipaem.ii snggesls (bat tlio sulphur eompoiinds may 
he UM’il a - aiil i-a( herogenie ag' iits. 

Ue ale, etc., 


Cpgiade.l I>e])i\rlm(.int. ol 
Mcdieim*, 

It. .1. -Medical ('ollege. 

Pi . ml dijoni 


(1. S. SMMNI. M.n., K-lt.i'.P , 
C. l.c.l*., K. A.(.c. 

1>. It. Prsvi, cii.i). 

P. (i. S.UNAM, M.U.n.S. 


HKPKnF-NfltS 

Hohiua^ a., Baksai.. >I. <’., Kii.miiva, It. Iv. and Si.vr.n, 
H. V.— Inilmn Ilrnri. 26 ;29, 1974, 

OrwA, N. N., Mf.iiuotra, B. M. B. ano Siiicah, A. B. — 
Indian J, Med. Ilea.. 1 :48. 10ti6. 

Jaix, B. — J. Ads. Phyxieians, India, 16 : 301, 1971. 




REVIEWS 


Princrples Of fleneral Anatomy— By Aaim Kumur Datla, 
1977, K. P. Bd^iu Pnblisliing Co., CnlpuUa, 21.7 ciu. x 
14 (irn., j)]!. xi + 210, J{.s. 2-“).25. 

Of Iho indigi’iious iiicdic.u) IhioLs juibliKliod in rccpni 
yt'ars l>r. Dutlii’s “Piiiu‘i])lcf> ol (luiicv.'il Aaiuiloinj" in 
written with force niid cliirity iiiid the. text is liberally 
illustrat’ed by sinull and .simple line dn'iuiiigs. This iariiill 
book luelfles a largo siibjeei. and for I he most iiarl doe.s 
BO Biiecesshill^. It is brief and well eiganised. 

Broadlt .sjieaKing, Iho book ciunprises three jiarls. Tin, 
first one deals wilh e\lojogy whieli is hborl bill iiiforiii.e 
tivo. This is followed b.v an iiccoanl of the tissues 
the boily (hisloliigv) whieh is iideijiiiilo for niideig-i- 
dilate medical sliidenis. The reniaindcr of the hook deals 
W'Jth (he iinjiortanl inli'odiielorv jairlion.s of the- cardio- 
Tasc.iilar svslcin. I'iaeh ehaplei' i.s made attraelivo with 
the iiielusiijii of fuuciioii as and where iiiicessayy. 

However, llie jiri'seiilalion lacks hiiiiian geuelies and a 
list of eurreiil rcfercnc.i's. 

The piiec is modest and the hook eiin ho eoiilidentlj 
rocotnmendcd widely as holli fuseiiialiiig and inslniciivo 
to the tiiidcrgnidimle medical '.liuh'nls, 

K. K. B-VM-nn 

Practical Nurulne—By Margaret- Clarke. I2th ed.. 1!I77, 
BnilJioro Tindall, Iiondon, IH.IJ cm. x 11-7 cm., iiji. xi 
+ 2S-I, pric*i not ineiitiolicd. 

The author m tliis edition of the book has given much 
importance on j>rru'(ie,il nuisnig than diseiissiiig llio (h'o 
rotieol iisjieel wliieli in praidically needed liy tlio sliideni 
nursa in her exiuninalion. in day-to-day ward work and 
also wlien she eonies out as a sueeessfii] trainee mirio 
after completion ol her course in the rirofessioiiDl lii !d 
Ill various chapter-, the aiiihor h.is iliseussed the (ducal 
aspoet of nursing and ihc dealing of tlio nurse wiHi the 
ailing j-alicnl. Ilie relalivi's of ihi' paiieiits and also other 
personnel coiiccnied wiili I lie heallli care in and out if 
tho hospital Irnine-work, .\s a teacher fur many yr ars 
in Iho nursing, 1 a)iprcciale the way the aulhor has coni- 
jiilcil I lie chapicrs, giving iiuporl.'ince' to practical work’. 
I think this huiil; will liclp all those who are .iflac.hed with 
temdiing of llie nurses and more -lo (he studonl nurses alii 
also the jiraelisiiig nurses. 

Bijon Cn.vKUAnoitTv 

Hand Book of Food and Nutrition—By M. Kwuininathan, 
1!I77, fiiuu'sh A- ('oiiipaiiv, Madras, 21.-I cm. x II cm., 
pp. viii + 2h8. Bs. 12.00, £2 00. !S5.00. 

This small vuliime is inti-ndcd to he an elementavv 
lexthook for iindergriuluale sllidcnts of agricnlliiri*. homo 
seicnoo and iiiiirit-iun iiiirl dietetics. li is nl.so Imped to 
bo useful lor ]>iaeti,smg pli.ysieians, imediatrieinns, diei 
itians, nurses ami workers engaged in jiuhlic 'heallli and 
coinmunil.v itulrilion activities. The author has tna la 
an ftdiniralile attempt to jir'seTit much useful infonin- 
tions in its pages luit the material apiiears to ho too con- 
denscil for the e.omjirehension of a beginner. It is writ¬ 
ten ill simidi' language hut the .slatc-inciHs are at planes, 
vaguo (example—vitairiiii A deficiency and vision). Tiie 
treatment, suggistod for vitamin A delieicnc.v is not in 
Bccordancf; wilh the recent- (1070) Will) recornmenda- 
liona. Protein calorie mnlmitrition i.s most cn.sually dis¬ 
cussed in only one page (about 800 words). Nutritional 
antViropvjmetv.v has been very iuadeijuately treated and 
subelinienl delicieney states and biochemical signs of defi¬ 


ciency diseases arc not considered at all. In some plaoes, 
kilocalorie (ke.al) is written ns Kcnl and elsewhere ss 
KPal : tlio conversion factor for kcnl into joule is given 
but tbo definition of joule is not available. There are 
only sumc r’f t'lic defects of the b(,X3k but despito its limi¬ 
tations, the hook is likely to serve as a pre-examination 
revision manual to the informed sliidcnt. 

A. K. Bhattacuaktya 


OBITUARIES 


Dr. Kedar Nath Qhosh 

Dr. Kedar Nath tihosh, an aetivc metnher of tho Tri¬ 
pura Stale Ural.ell ol ni.\, jiasseil uwa.v on 29-0-1978. 
Born on 1 t 1!I12 in Itnecii (now in Banglndesli). Dr. 
niuwli i|ualilicd lo|- (he juofe-.sion from Dacca .Milford 
Medical ('..Mege ami lli".piliil. ,Vf1(‘r serving a--' an IIMO 
at Mil lord Iio-.]alal he joiiu'd si-rvico in tho Trijnira 
Stale n-i a medical ollieer. IJe S' rveil in diilerenl suh- 
divii-ioual hospitals in the Slat,- ;.ud work.-d as BP at 
M. llosuital, Agnrlahi. hefon' liis. apt'ohitrnent as 
Malfiria flllicer luidei (he .National .Malaria I'a-adication 
Prugiaiiiiiie. He was couiieeled w'tli 111'- uelivities of the 
1M.\ al .\gaiiala siuee its iiiei'jiliou. He was jjIso ussn- 
eiaterl wjtli the Indian Bed Cros.s Soeielv. llii Ic.avos 
lii'liiiid hi- wife, a diiiighler and a son. 



Dit. Ki:iivi: N.\tii (Inosii Da. (Mns.) B. h'. Daniel 


Dr. (Mrs.) R. F. Daniel 

Dr. (Mis.) Rose K, fiaiiicl ( K.’.liilas ). niciiihcr of the 
Dhulia llr.iiieli iit 1M.\. in Maliiiraslilra, p.nssed nwny i.ii 
2.5-(>-19'iK folldwiiig u tragic car accident in which slio 
w’us iinolvi-d while on her way to Aniarnvat' to attend 
the iumral of her demised sister. Born on 21-11-1928 
slid r ceiled her school and e.cllego education at 
Nagiair and l.uckuow. She did her M.B.B.S. in 1940 
from t'liri'sliaii Medical (killego, Vellore and the samo 
year joined the Siiviirta Memorial Jlosjiilal. She served 
this hospital with dedication till this clo.siiig days of her 
life. Slie leaves behind her hnsbaud, Dr. B. 1''. Daniel 
and two duugliters. 

Dr. (Mrs.) H. B. Francis 

Dr, (Mrs.) 11. B. Francis, a member of the Nilgiii 
Branch of IMA, passed nwuy on 20-5-1078 at Coonnoor. 
Born On 17-1-190.1 Dr. (Mrs.) Francis graduated in medi¬ 
cine from tlio l-UriKti.in Mrdie.al College, Vellore, in 1980. 
After grudimtion she worked for some ,vears in Ongole and 
later joined the Tamil Nadu Medical Service. As a medi¬ 
cal officer ahe worked at Tiruputtur. Coonncxir, Salem end 
Gudalur. On retirement she settled down at Coonnoor 
and set up private practice. 
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Assoctation Motes 

Papers Invited for Annual Academic Session 
of IMA College of UPs 

Tiio aiinuul Ai-adc'iniii HcsMiitii of llio IMA ('ollt'go 
General Practitioners will bo held at Cochin on Decctn- 
bfir 27-28, 1!)7H, during the filtli All-India Medicnl Cc.ii- 
ferenee. Tho theme oj' (he Sesdon is “Moilein advnnivis 
in drug tlioraiiy and modern advances in diagnastie tccli- 
niques". T)r. ]*, (’. Uhalla, Pt-iui of Studies of ttiu 
Gollege, have reijuesicd tin- ineinbers who wisli to I're- 
sent piipeis at tins sossion to indicate tho titles of the 
same eaii^ to enahlo the organisers to tiiifilisp tl'o jiro- 
gramnio well in advance. The CoiJegci proposes to puh- 
lish all iheso juipcrs in tho form ol a book under its 
Continuing I'iducation Scries, inlonns Dr. Blialla. De¬ 
tailed informalion regarding (ho toi'ics on wliich papers 
niiij be prcsciiied and (lie jiridiiiiinavy programmo for tho 
session will he luaihihlo on r(ic|iiest Jroin the iMA (.'ol- 
lego of (JI’s l.MA House, Indrajirastlia M-irg, New 
Dellii 310 002. 

Ill All-India Examination for Fellowships 
of IMA College of QPs 

In f(i. r.sc of u nolificiilion tKnui'd ‘n connection with 
the AU-lndia I'ifiiinixation jor /'Vf/.)i(!)i/i!/i of Ihv 

IMA i.ol'cgf oj (i7’.s, ])r. P. 1\. iJanerjac, Hony. Sccje- 
tarii of the, Cid/ci'c, infuTiiiii ; 

Tho I'ixumiimtion will ho hold oil (Jclolicr 14-10, 1078. 
Cuudidatea iiiiciiding to sit fur tho Li.vamitiuliou may 
kindly note tho jiarliculars given below. 

Ehsihililii : 

1. Prosh gviidiiatos, who becoino memhors of the Col- 
lego, ai'o uligdilo to !i]i]ieiii' in both Pari, I ffc II of 
tlio I'i.xaminiition. Fco Rs. 2ri0/-. If sueco.ssful, 
they wii) be ermferrod I'cllow'sliij) on completion of 
2 years of niciiibership of tho College. 

2. flrudiiiiles/LiceuiiaLes within 5 years of graduation. 
IVe Rs. 2rin/-. 

!1. Griuliiates/Licentiate'- hotwoeu •>—20 years of gr.i 
diinlion. Poo Rs. 2.'’0/-. 

4. Grad nates/Lieenllales over 20 years of graduation. 
Fee Rs. JJfiO/-. Such ol those cimilidiitcs, ns fiillil 
the lequircmeiiis, can ask for waiving a part of writ- 

' ten exiunin ition. 

5. Candidates wiio will reiijtjieur w'ill have to pay fi'es 
in tlie lollowing miinner : 

Practical (Part ll; only — Rs. 100/- 

Part 11 plus Olio written jiujier ... Rs. ISO/- 

Pai'i; 1] plus two written paiiers — Bs. 200/- 

Part II jdus tliiee w'ritten papers — Rs. 2r»0/- 

Centree : Centres will he 0 |)eiied whorover 10 candi¬ 

dates duly registered at predetermined eeutres will be 
available, 

Prospcctm: Prospectus containing detailed iustruc- 
tiou is available from tho IMA Hoadquartors against 
Postal Order of Rs. 5/- only. 

A Fellowship Fee of Us. 500/- and tho Examination 
Fee os mentioned above must accompany each liegistra¬ 
tion P’orm. 

Branch Notes 

ANDHRA PRADE5H STATE BRANCH 

Bhimavaram Branch —The brunch conducted a healtii 
chcek-up of the local people at Lankapet, a very backward 


axea, on the request of the Leon Club of Bbimavotam. 
Dr. 1. Suryanaiuyana Ran, Hony. Secretary and Dr. G. 
Suiidararama Eaju, Chairman, Building Committee of the 
branch, c\aniiued and treated the children of elementary 
olii&B. Dll .10-11-77, the Decvali Day, Dr. A. Rama- 
krisliua. lliijii. President, iiiangurated a tennis tournament 
orgunised lor tho members. Among the members parti¬ 
cipating ill tile luui'iiianent Dr. 1. V. J\. Jiigga Roddy 
and Dr, S. R.inuikrishnu Raju emerged u.s (.ho winner 
and nmiieis up respeetively. Dr. V. llarnukrisliDHm Raju, 
Cliuimuin of the Sjiorts Coiiimitlee, thiinked tho members 
fur Iboir eiiiliusiiisin and Dr. 1. Suryimaruyana Reo gave 
awuy tlie pn/cK. 

On 11-11-77 at a seientitic meeting presided over by 
Dr. A. Itamakrislina lliijii, Dr. V. Salyaprasad Rao from ^ 
Broukliii, .\i-u Vuiii. ^puke on ‘Current concept of niedi- 
eiiio in 1. K and I'S.l’. Dr. K. Riimakrislina Raju, Jt. 
Secretary, iiiirialiie.ed the spealier and Dr. K. Siiryuuara- 
yiinu Murthy ju-ojaisi'd tlio vote of tlionks. 

Hyderabad City Branch —At the general meeting hold 
on 0-10-77 the lollowing were elected office-bearers for 
1077-78: 

Prcsideiit---Dr. B. K. Salmy ; Vice-President—Dr. 

R. M. SabfM) ; lluiiy. Secretary—Dr. R. N. K. Bhargava ; 
Members ol Mamiging Cimimitteo—Drs. Nareudra Swamp, 

S. N. Jain. S. N, Alatlnir, Nanilan Singb, B. P. Modi, 
Balla-er Singli Yadav. Kaiijiram Moot jam and 0. Gowri 
Sliunkiir : Memliers of Stale ('oniieil—Drs. Vinod Cbon- 
drii, B. L. \ igg. .Anruiiesli Itgi, S, G. Kanade, J. W. 
Aurungiibadl.ar. IJ. Hamalmgaiii, V. Jj. Piiliado, V. Jf. 
I’liadke, K. Timupatliiiyya, Aiiand Abkari and Navin 
Savla : Mi'iiiher.s ul ('eiiiral Coimeil—Drs. Siirya Prakasli 
Jiiiswiil, -\ijibaila-. Ivulkarni, R. B. Davaro, S. R. Jaha- 
girdiir, Amarniilli Dcslipando and d. Shyuin Sunder. 

At aiiotlici iiieeliiig of the .Managing Committee held 
on 24-10 77 l^r. Balheur Singh Yaduv and Dr. G, Gowri 
Shankar were elicted Joint Secretary and Treasurer, res- 
piectively. 

MADHYA PRADESH STATE BRANCH 
Qwalior Branch —-At u generul nieetmg held on 10-10-77 
the following otliee he.areis weie elected lor ltl77-78: 

Presiilnil-Dr. B. K. Dhir ; Vice-President—Dr. S. K. 
Rastogi . Iloii.v. Seerolnry—Dr. O. N. Kaiil ; Jt. Soore- 

larv_Dr. B. P. Purohit ; Alemhers of Executive Com- 

ijiiilP,.—Dis. Ajai Shunkur, (Mis.) P. Olyiii, R. K. Chha- 
]iaiwal, Dliaiamveer. A. M. Saxeua, K. B. KulUarni and 
R. B. Doyiil ; .\udilors—Dr. Dharaiuveer and Dr. li. R. 
Nigiim. 

Kawardlia Branch —During Uie year 1070-77 the branch 
eondiieted niedi.-al oxuuiination of primary sebool child¬ 
ren and tiealed neiirly 400 id them besides iminiinisiug 
thoia against siualijiox, diptboria, wdiooping cough and 
teiaiios. 'I'liking active part in the f'amily Welfare Pro¬ 
grammo launelicd with the assistance of the PHO at 
Kuwardha, memberH of the branch performed tliu highest 
niinilior ol Janiily phuiuing operations in the district. A 
pol.o dro[) distribution e,eutro was also started by the 
brunch in collaboration with Lions Club, Rujnaiidgaon. 
Dr. II. K. Misbra, President of tho State Bruncli, Dr. 
L. P. K'hare and Dr. G. C. Sipaba attended somo of thu 
monthly meetings hold during Uie year. 

KARNATAKA STATE BRANCH 

Haaaan Branch —The arimiul general meeting was held 
on 9-10-77 at the District Tuberculosis Centro with Dr. 
B. II. Raju in the chair. Placing his report, the Uony. 
Secretary Dr. II. 1). Indrakmuar announced the award 
of rolling shield by the State Bronoh to Kassan Branch 
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on ite iMsiug ndjudgfsd tlif* l)est bratsuli in the State ftir 
the ooinmunity lieaJth ai'tivities during tlio yew 1970-77. 
Tho uhielcl whicli was preaeuted on the 44t.h Stale Medi- 
enl conference Jteld at Mysore, was exhibited before the 
naomhors. Tlic Ilony. Secretary also infomnyd the i/ieni- 
bers that Oovemtnent had selected the President or all ‘i-- 
natively a reprcaentulive from the branch to serve, iis a 
member of the lloitiil of Visitors for the S. C. llospiiul, 
Uassiin for ji jieriod of tjir<(e years. The liouse liturci 
Dr. 0. A. .luiiurdhaiia’s leport on tin- iiw.ident that took 
place in tJie S. ('. llsopital wlnni .si'veral doctin's were 
hurniJiutiHl by ngrrnip of sfudents and decided to bring tla-' 
true episode to the notice of tho press, the Hoard of Vi,!- 
tora and tlie Slate iiraneli of 1M.\ for nceos.sary action, Tlie 
President Dr. D, 11. Raju tlianked all the iiieinbers ujul 
voluntary wgunisalions ha' their eoojairntion which inadi' 
it possible for the brunch to win tho rolling shield. Kar- 
liar a telk was given by l)r. Naruyanuppu on ‘Cortie.i.s. 
toroids ill general practice 

TOie following wore elected oHicc-beorors for 1977-Td; 
President—Dr. A. Naruyuna Rtm ; Vico-Presidents—Drs. 
N. Kiuthiimth, A. O. Muniveiikatcgowdu and K. Dodde- 
gowda ; Hony. Seerelary—Dr. t'. A, .lanardhuna. ; .it. 
Secretaries—Dr. P. S. ilegde and Dr. M. G. Prasad ; 
Mombers—IVs. M. Naruyanap])ii, 13. Manliomiaiah. (1. 
SiurojaminH., A. It. Shankar, A. S. Narayannsotty, A. S. 
Bhujappu, 11. N. Thimiiiasc.ily, Varudogowda, II. G. Rapi- 
shekhar. D, K. Mohandas Shelly, P. Krishuinuvthy, D. il. 
Shiviipptt and U. Niigapjai ; Mcnihe.rs of State Council— 
Dr. B. N. Venugoiial and Dr. 13. II, llaju ; Member of 
Conbral Council—Dr. B. K. Ilegde. 

HhUI Branch -The brunch was awarded the Shiiuoga 
Branch Silver Jubilee 197.'1 Rolling Trophy ou being ail 
judged tho best hrunc.b in Kurnatakii for the. 1970-77. 
Sri Raj Nuvain, Hx-l'iiion Minister tor llenlth and I'aniily 
Welfare, jircsenled the shield nl tho Karnataka Sta'e 
Medical t'onferenee held nl Mysore w'here it was received 
by Dr. (Mrs.) Kollinnpurkar, President and Dr. I'dayruj T. 
Biuiwol, Soerutary of tlie Statu Branch. 

Httkteri Branch —Thu hrancli organised u free coiieal- 
tation and trejattiieiit camp at Sunkeshwnr on 80-10-77 ':i 
coofieratioii with I he Health and Family Welfare Depa*'!- 
ment and JMC, Sankoshwur. Dr. 1. S. Patil, physician 
and Dr. B. K, Sharmn, orihopacdic burgeon, both from 
J. N. Medical College, Belgamu, atteuclod the camp which 
benefited about 182 persons. During tho mouth of Oe; >- 
bar 1977 in osiperution with flic Mealrh luni Family Wel¬ 
fare Department the brunch arranged for adminiatenng 
free triple antigen lo 1082 c'htldren, DT to 73(3 children 
and polio vaccination to 128 child reu. 

TAMIL NADU 5TATE-BRANCH 

Ambattur-AvadI Branch —At the annual meeting iield 
on 80-9-77 the follow ing were ehs'ieil olliec-henrers lor the 
year 1977-7H : 

Prcaideiil—Dr, P. Biitnmruithu : Vice-President—Dr. 
S. K. llhat ; Ilony, Secretary—Dr. K. Abdiir Rar,a<| ; 
Ti'cnHurer—l>r. (Mrs.) P. Saroja ; Momber of Contra] 


Council—Dr. (Mrs.) R. N. Ramamaui. 

Coimbatore Branch—At the annual meeting held on 
26-9-77 tho following were elected ofiBco-bearers for 1977- 
78: 

President—Dr. T. K. Qanesan ; Vice-President—Dr. G. 
Thiagarajan ; Ilony. Seerctnrv—Dr. S. Sankaranara- 
yunan : -Tt. Se<.‘retiirY—Dr. B. Saiigamesw'aran ; Treaau- 
ror—l>r. P. R. Snbbian ; Members of Central Council— 
Drs., S. G. Biijarainnm, N. K. Sampetb and M. P. Jcaii- 
dasen. 

Cumbum Valley Braacb—At the amimil meoting held 
in Oc.tcjier 1977 the following were elected office-bearers 
for 1977-78 ; 

Pivsidciii.—Dr. J. .Tayaiirrikash : Vice-President—Dr, 
N. Velraj : Ilony. Scci’clary—Dr. If. Sripad Hao ; Jt. 
Secretarv---Dr, P. I,. Iiilmniiithiiili ; Treasurer-—Dr. O. 
Krisbun.switmi ; Mi'rnber of Cciilral (Council—Dr. IT. Sri¬ 
pad Ruo. 

Madurai Branch—--\t the anuu.il iiu‘(>iing held on Gc.lo- 
her 1977 ihii following office.bearers were elected for 
1977-78 ; 

Prcsidi'iil—Dr. S. V'. K, S, 'Pluiiigariijnu ; Vicc-Pre- 
sulmil—-Dr. N. Subbiuh ; Ilony. Secrciurv—Dr. N. Ruja- 
seliliui’an ; Treu.surer—Dr. R. AIag!ip[ian ; Meinhers of 
Cimlral l'oiined~Drs. N. Rajiisekliiii'an, K. .4. Rumaliu- 
gnm, N. Siibliiah, T. Siibnunanian ami S, V. K. S. Thun- 
garajan. 

Ranlpet Branch—\l- Ih" ummul mectiug held in Geto- 
lier 1977 the following were eleeled oHicc-beiinn-s for 
1977-78 : 

Piy.'sklenl.—Dr. Iv Busker : Ilony. Seerelary—Dr. 
P. S. Bughavau. 

5alemBranch—At the nminal mceling held on 18-10-77 
Ihe following were elected office-bearers for 1977-78: 

President-—Dr. R. Krishnaswamy ; Vice-President—Dr. 
S. Baiimdiis : Ilony. Secretary—Dr. S. Nagarajan ; Jt. 
Secretary— Dr. Pndrna Muthukriahnan ; Treasurer—D-. 
('. Chennaknshmm : Siicrelary, Building Committee—-Dr. 
K. P. (ioviTuhirajan : Memliers of I'^xecutive C-oinmittjc 
—Drs. S. K. Rujaiiim, J. Sngiivanam, N. Rajnn, Kirupa, 
B. Mariehelty and Nainnmaloi ; Members of State Coun¬ 
cil—Drs. R M. Krishmm. J. Sugavanom, S. Bombas, 
13. Mariehelty. V. Mutimkrishuan and K. P. Goviuda- 
riijan ; Members of Central Council—Dr, S. R. Bajaram 
and Dr. Nainamolai. 

The following were elected members of the Building 
I'oinmitlee; Drs. J. Siignvnnam, K. R. Lavakumar, 
S. M’. Vasudevon, R. M. Krishnan and Dhinukar Baja- 
ratliunarn. 

TIrunelvali Branch—.4| the aimiml meeting held in 
9-10-77 the following were elected ofRce-bearers for 1977- 
78: 

President—Dr. R. Subramanian ; Vice-President—Dr. 
A. Viswuiiathnn ; Hony. Secretary and Treaaurer—Dr. 
(’. Rtulhakrishiiau ; Members of Central Council—Dr. K. 
Bomuchandra Naidu and Dr. (Mm.) 8. Hymavatihy. 


45th Karnataka State Medical Conference: Bagalkot: 1978 

Thf JWi Karitufaka State Medical Cnnferenro will bi held at iSagalkot on October 14-15, 1978, under the avipieiia 
of the Itagalkot Branch of JMA, Karnataka. The conference will be inaugumbed by the Chief Minifter of Kar¬ 
nataka, Sri Drvaraj I'rs, Sri M. Mallajtpa, Karnataktt'n Minietcr far Health and Sri R, S. Patil, Minigter for 
Labour and tljrciee, haw ahn been invited to attend the eonferi,nce, Menibere- of IMA in Karnataka are regieeated 
to tontari Dr. Rajaackhar K. Kanthi, Organieing Secretary, 4oth Karnataka State Medical Couferenoe, Kanthi 
Hureing Home, Bagalkot, Karnataka, for detailed information. 
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Dissolve Ear Wax and Ease the Discomfort 



Aulistillae 


Auristillae is a Non-lrntant, Bacteriostatic 
and Fungicidal Ear Drop. 

Instil 5-10 drops in the auricle and allow the 
solution to remain in the ear for 15-30 minutes 
or over-night if the wax is impacted. The 
dissolved and softened wax could easily be 
cleaned with cotton buds. 

Auristillae is very safe and keeping 
personal hygiene in consideration it can 
be advocated as and when required. 

SUNNY INDUSTRIES PRIVATE LTD. 

49/1B Harish Mukherjee Road wUlyyv 
Calcutta 700025 


in all 

post partum 
and 

post-abortal 

. HAEMORRHAGES ^ 

Ingagen-M 

iMnirATini 



INJECTIONS: • 

Each ampoule of 1 ml contains- 
Methylergometrine Maleate B.P. 0 2 mg. 

TABLETS: • 

Each sugar coated tablet contains; 
Methylergometrine • 

Maleate B.P. 0.125 mg- 

far mon datuh p/MM wntt to.' 

INGA LABORATORES PRIVATE 

Mahakoll Road, Andhari, Bombay 400 093 


INDICATIONS: 

• Sub involution of uterus, puerperal 
haemorrhage and prevention of 
puerperal sepsis. 

• Bleeding following manual removal 
of placenta and incomplete abortion. 

• Symptomatic treatment of any uterine 
bleeding. 


UMITED 


PROMARTS 





^hen ptiQp^ nourishiiieiit 
counts so much... 



• Growing children have growing 
demands Horlicks satisfies 
these With predigested proteins 
and carbohydrates which are 
easily assimilated by their 
bodies 

• Horlicks contains 14% protein 
8% fat 72% carbohydrates and 
has the nourishing goodness of 
full cream milk golden ripe 
wheat and malted barley 

• The carbohydrate content and 


protein value of Horlicks ensures 
that a child s need for extra 
energy and growth is amply 
fulfilled 

* Horlicks IS a pleasant food drink 
that children like It contains 
energy giving foods and 
P'omotes healthy body building 

• Doctors all over the world have 
bean recommend ng Horlicks 
for nearly 100 years For real 
nourishment and extra energy 


H(»{LICKS-The Great Notuisher 

Horlielu u a Ragiuatad TnSa Maili 








^ The accepted 
adjuvant to 

% antibiotics 
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Supristof 

Sulfamoxole * + Trimethoprim 

broad-spectrum chemotherapeutic 
with bactericidal effect 


IT'-™ 


Now also available in the form of 

Suspension 

for Paediatric use and 

for Adults who dislike medication 

with tablets 


• Lower dosage 

• Optimal tolerance 

• Convincing therapeutic results 

• Convenient for children 

Presentation: 

Box of 100 flim-coated capsule shaped tablets (strips of 10 x 10) 
Paediatric Tablets in Box of 100 (strips of 10 x 10) 

Suspension in Packing of 50 ml 
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NORDMARK-WERKE GMBH 
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bSI 

German Ftemedies Limited p 

.0. Box 6570, Bombay- 400 018 
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FORTE CAPSULES 
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llshiKl twice i. month. Annum Subscription ; Ininnd Sn. 48,-; Koccltn Ks. 86,-. Slnplc copy; lnlui.o Hn. 2 ‘-; Foreign Rs. 
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Cditon 

The all round tonic for ail round good health. 



COMPOSITION 

Each 5 ml contains: 

Ferric Ammonium Citrate I.P 185 mg 
Sodium Glycerophosphate Solution 
B.P.C. 140 mg 
Calcium Glycerophosphate 
B P.C. '63 20 mg 
Vitamin A 250 FU. 

Vitamin Dj I.P. 90 1-0. 


Vitamin Bi I.P. 1.0 mg 
Vitamin Bj I.P 0.75 mg 
Vitamin Be I P. 0.15 mg 
Vitamin Bi2 I P. 0.45 meg 
Nicotinamide I.P. 7.0 mg 
Ethyl Alcohol I.P. 9.5% by vol. 
Syiup. colour Et flavour q.s. 

Phials : 280 ml and 450 ml 


EAST INDIA PHARMACE'uiTtCAL WORKS LIMiVED 
6, Litti© Russell Streui, Culca!' i 70007( 
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specially formulated for better patient 
acceptability and therapeutic action in: 


* Amoebiasis 

* Trichomoniasis 

* Giardiasis 

* Acute Ulcerative Gingivitis 

* Dracunculosis 

mahoted tY: 


PACKING: 

• Orogyl 200 mg: 

Strips of 10 tabs. 

in Boxes of 10 strips. 

• Orogyl 400 mg: 

Strips of 10 tabs. 

in Boxes of 10 strips. 

-Also available as Orogyl Syrup 



THE FAIRDEAL CORPORATION (PRIVArE) IJD.. 

142/48 Svnmi VivakmmSa Aoad. Jagailiwari. Boinlmyi400060. 


MAOf IN INDIA BY; 

ANANO SYNTHOCHEM PRIVATE LTD., MANMDA road. DOMBIVLI. TALUKA KALYAN, OIST thane. 


|Fwr«in AmogwIw 
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Mehex 


the 

beginning 
of the end 


tablets of mebendazole 100 mg 


To the lay mind, the term "Scourge of the 
Tropics" might appear an exaggerated 
description of the problem of helminthiasis 
in India. To the practised professional eye 
however, the phrase vividly portrays the 
endemic extent of this insidious condition. 
It is in the context of today's need for an 
anthelmintic that is effective in mixed 
infestations,that is simple, safe and 
economical .that CIPLA has introduced 
MEBEX. 

Extensive documentation rates MEBEX 
(mebendazole) superior to all earlier 
anthelmintics... MEBEX (mebendazole) has 
also been assessed NUMBER ONE drug 
for helminthiasis ("Model List of Essential 
Drugs” -WHO Expert Committee). 


MEBEX is a ren>arkable broad-spectrum 
anthelmintic—with a proven cure rate of 
80—100 per cent against Hookworm. 
Roundworm, Pinworm, Threadworm and 
even the notoriously difficult-to.eradicate 
Whipworm. 

MEBEX acts by causing selective and 
irreversible inhibition of glucose uptake in 
helminths, resulting in their immobilization 
and death. MEBEX is poorly absorbed from 
the gastrointestinal tract, is remarkably free 
from side effects.and does not cause toxicity 
even in the presence of anaemia/malnutrition. 
MEBEX has a convenient dosage schedule - 
1 tablet b.i.d. for 3 consecutive days, both 
for adults and children. 

MEBEX is available in strips of 6 tablets at 
a most economical price. 


Mdbex 


CIPLA 


the one-for-all 

once-for-all anthelmintic 


CIPLA 


289, Bellasis Road, Bombay 400 008 


7/8 MBX: JA I 
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250 mg. 


Packing—bottles of 4 


For further particulars please contact: LYKA LABS 

77, Nehru Road, Vile Parle-East Bombay.400 057. 

Phones: G76S47 • 563122 • Gram: LYKAPEN* Bombay400057. 
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TheMuJtUoajd, 

or: howidecdcananlUD be? 


Pregnancy 
rate QI3% 


The Multiload (ML) assures a very low pregnancy rate and is 
the first lUD containing copper that is fully adaptable to the 
^ape of the uterus. 

# Van Os. W.AA,P.E.R mwmnv.L. BomartiE.W. Loonilersloot,(19TS).ExpeilBneB 
with the ComUnitIMutMoadCuSSOConIraetptive Report from SI Elisabeth's 
Hospital, Haarlem, the NeihetlaiKis. 

* Pas, H. van der. U. Jhiery, W. van Os, H van Kets, N. Dombrowia, P. Tauber S 

tv. Boogers, (1976), Paper on 41. Mealing ol the Deutsche Gesellschalt tiir Qyni- 
kologieund Geburtshilfe, Hamburg (Bermany), 28 Sept - 2. Oct. 


As the arms are flexible the ML is both suited for 
nulliparous and multiparous women and the expulsion risk 
is minimal. 

* Van Os, W A A , P E R Rhemrev, E W LoenUersloot S L Bomeri (1976), Thecombined 
multiload copper lUO (MLCuPSO) VIII World Congress ol Gynecology and Otularncs, 
Mexico, D F l7-22 0clober, Iniernahonal Congress Series, Abstract no 503 

* Thiery, M, H van del Pas. W van Os. H van Kefs. P Rhemrev. E W Loendoislool. 
JJ.AmyandN Dombrowiar (1976), Inert or Capper-lUDs '’t Ganeesk,32. 1117 1119 


Cramp and bleeding are rare after the first months of 
insertion. No perforations have been reported to date. 

# Van Os. W, M 7ht(>ry. H vsn der Pas, P. Rhemrev, h Kosasih. H van Kots, J J Amy 

and N Domorowic? fhe combinpd multi.'oad copper lUD (MLCv2i>0i Pro- 

ceedings ut 1st Infer Congress Asian Federation ol Obstetrics and Gynaecology 
Singapore. ?7-30 Apnl, Eurasia Press, SingApore. Vot It ?17'2?0 

# Jhiery, M .H vanderPas,W vanOsandH van Kets. (19/b}. Clinical expenenco 
with two newer coppei-loadod liJDs iTCu220C and MLCuPSO) Simultaneous useot 
an lUD and a sperrnicidc Postplacontal insertion at the MLCu2bO Report horn the 
fUO-Workshnp, Essen (Germanyt 



Contlnvation 
nite 91% 


Exjralsixm 
rate 1% 


SmipLifled 

inseHimiprocedwre 


The insertion of the Multiload (ML) is easier than of other 
lUDs. 

Neither plunger nor sterile gloves are necessary. 

• Snowden, R (ig7S), Recenf studies in Intraulenne devices. eraeppraisal.J. Biosoc. 
SCI, 7,367 

« Kebn-Haihan. J. 6 H. Rozanbaum, ( 1976) Le Sttrllet mu Cuivre: Tmis ans apfis 
Caneouis Medical, 90, 10,1447. 


MLCU’250 
the wall IfD 


marsap services 

501. Janmabhoomi Chambers 

WalchendHvachandMarg. 

BOMBAY 400038 

'ndta 


MaitilanS.Aa 

Ftibouio - SurUzertand 


Mm 








MOUTH TO MOUTH 
RESUSCITATION TUBE’ 


A must for. 

• Every Medical Practitioner. 

• All Hospitals and Nursing Homes 

• All personnel involved in 'FIRST AID* 

For further details of this and our other products 
please write to; 

plo/ti/urge in/trumeitt/ 

Panchsheei Cinema building, Mofussil plots, Amravaii 444 601 


MB-9I0I type Data Processing And Display 

Equipment to Scintillation Camera 



Fof furthBf infoiruBtion please contact with ■ 

Dr. R.R.L. CHOUDHURY 

USHA SERVICES AND CONSULTANTS LTD. 
JeevanTara Bldg., 5-Parttam«m Str 
New Delhi—1130t; Tel.: 312115 


— mini computet type TPA-1 

— disc memory (or recording data 

— alpha-numerical display unit for the control 
of the system 

— matrix-printer for recording data 

— colour TV-display 

— interface unit for digitizing the analog 
measuring data of gamma-camera 

— independent software system 



BLJCH=lt=>eST 


GAMMA MiiVEK 

H-1509, Budapest. P.O. Boxl.; 
Tel,: 853-144; Telex : 22-4946 


CoUste 
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THE COMPLETE TONIC 
FOR YOUNG AND OLD 

COMBINES THE ESSENTIAL 
VITAMINS AND MINERALS 

Pernexin also contains total liver extract 
Vitamin Bi. Bz. Ba, niacinamider 
glycarophosphate, ferrous gluconate, 
d-panthenol (only Pernexin capsules) 


Schering AG 
Borlin/Bergkamen 



3 BROTHERS 


Dotage: 

Generally, 1 capsule or 1 teaspoonful 
twice a day after meals or as directed by the 
physician. 

Preaentation 

Pernexin capsules 

Box of 100 capsules in 10 strips of 

10 capsules each 

Pernexin Elixir 
Bottles of 1 X 100 ml 


Kosmochem Private Limited 

P. O. Box 3188, Bombay-400 003 

Distributed by: 

German Remedies Limited 

P. O. Box 6570, Bombay-400 018 
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tiyMdoctorsfelbwtyrcwm advice? 



"Slow down", your doctor tells yOM. 
"Leaye office at 5 30 Spend more 
lime with your family" 

And yet. he seldom follows his own 
advice 

His is not an easy life 

India has just orta doctor for 
avary 4000 people. In soma aroaa 
tha situation is much worse. 

Yet each patient must receive 
personal attention 
Your doctor is a human being 
carrying an inhuman load But he's 
doing a maivnilous |Ob 

Helping him to heal 

A few years ago, India laced a 
different situation Many of our vital 
medicines wore made from imported 
basic drugs. Naturally, the prices 
were high end supply wes irregular 
To set matters right. Indian Drugs Cr 
Pharmaceuticals Ltd was created 
lOPL lodey. is the tureincst 
manufacturer of basic dru'js and 
medicines 

Billions of tablets, capsules and vials 
of essential and life-saving meificinas 
gu ou! to liospiials dispensaries and 
chemists all over the counny 
This lias meant a lot to the people 
Prices are kept in check and 
shortages are being rapidlv overcome. 
There is another interesting feature 
of IDPL's contribution Alt the 
pharmaceutical firms m India even 
those of iniernational standing, rely 
on basic drugs from lOPL lo make 
their own medicines 
They know lOPL drugs and 
medicines meet world standards m 
tiuality 


the worlds 
finest medicines 
for the worlds 
largest democracy 



t 

I INDIAN DRUGS & PHARMACEUTICALS LIMITED 

(A GOVIRNMtMT 01 INIilA UNMflTAiMNOh 

lll£W OUMi iOMtAY CMCUTTA MADRAS BANGAbORf «<YDIRAIAD AHMEDARAD LUCKNOW CHANDIGARH COCHIN RATNA RISHIKESH MUZAFFARPUR GURCAON 
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Medical Advertising ? 

Let us chart your Media planning 


ic Message Projection To Proper Clientele 


^ Largest Circulation — Over 45,000 Copies Per Fortnightly 
Issue — In All The Stales and Even Remote Areas 


it Covers Medical Profession — Hospitals — Clinics — Health 
Centres — Institutions — Etc. 


★ Advertisements On Scientific Instruments and Other Non- 
medical Products Also Accepted 


if Widest Readership w/th Modest Advertisement Charges 


★ 


for details, please contact : 

Hony. Secretary 

JOURNAL OF THE INDIAN MEDICAL ASSOCIATION 

S3 CREEK ROW, CALCaJTTA 700 014 







furak 

Furazolidone with Pectin & Kaolin 


Furazolidone has a strong antibacterial effect 
presumably by interfering with the enzymatic 
process that aids bacterial growth of the 
Shigella group, salmonella and vibrio cholerae- 
Furazolidone also has strong anti-Giardial action. 

Pectin and Kaolin absorb bacteria and toxin 
and protect the mucous membrane of the 
intestine. Kaolin has an added antiferment 
action in the intestinal tract. 

Together as in Furakolin they control diarrhoea 
of varied origin—effectively and quickly. 



COMPOSITION 

Eoch 5 ml. contains: 
Furazolidone N F— —35.7 mg. 
Pectin I.P. — 40 mg. 

Kaolin Light I.P. — 400 mg. 

Flavoured base Q.S. 

INDICATIONS 
Giardiasis, Bacterial Diarrhoea. 
Enteric Fever end Cholerae 
DOSAGE 

Infants under one year: i to | 
teaspoonful 4 times daily. Chil¬ 
dren 1 year to 4 years: J to 1 
teaspoonful 4 times daily. Chil¬ 
dren 5 years and above 1 to 
teaspoonful 4 times daily. 

Adult : 

3 teaspoonfuls 4 times daily or 
as directed by the physician 

PACKING I 58 ML. 

448 ML. 


G. D. PHARMACEUTICALS LIMITED 


w 


Boroline House, 9 Girish Avenue, Calcutta-700 003 


RAD ASSOCIATES 




: X Ml^ A Adv«fti«>r ■ '.■■•■.. 


Fills the 
PROTEIN GAP 




apifolin 

AMINO ACID RICH 

C()iit()inin(i 
Protein Hvflroly 
■ sate, Ribofl.tvin 
T tn.inline, 

Niacin,iiniHf 
Pyricloxint’, 
Li(jutro(ji(. F .ictors, 
Glyceroptiocpliale 
P,i|;,iin, 

Lysim- ei( 





The soothing promise 

>lsmo^in 

Relieves respiratory 
disorder 

COMPOSITION 
BRONCHODILATOR 

• Theophylline 

• Ephedrine HCL 

EXPECTORANT 

. Pot. Guaiacol Sulphonate 

• Tr. Ipecac 

myocardial stimulant 

. Caffeine Theophylline 

dietary supplement 
ft stimulant 

• Caffeine 
, Nicotinic Acid 



INDICATION 
Bronchial Asthma, 
Bronchiectasis, 
Respiratory Catarrh 
Chronic Bronchitis. 
Congestive Heart 
Failure, Broncho 
Pneumonia. Dry ft 
Unproductive Cough 


DOSAGE 

Adults : 1 to 2 teaspoonsful 

Children : Under 1 year - 5 to 7 
drops.Between 1 and3years-12 
drops. Between 3 and 8 years- 20 
drops.Between 8 and 12 years 
30 drops. To be taken thrice daily 
with warm water or milk, half an 
hour after mea I s. This dose may 
be repeated during paroxysms 
according to the direction of the 
physician 

PRESENTATION 
Bottles of 84 ml. 

168 ml.. 448 ml. 


\ G. D. PHARMACEUTICALS 
"'^0 LIMITED 

9, Girish Avenue. Cal-700003 
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NEW! 


synastaC 

The first line 
multipurpose bactericidal 
agent in full strength 

Just one tablet b.i.d. in a 
wide range of infections 


synastat^ 

the double strength Co-trimoxazole B.P. 

— a definite improvement over conventional 
Co-trimoxazole tablets 

— better than the routinely used antibiotics 

* ensures intake of full dosage 

* achieves full strength bactericidal impact 
rapidly 

* minimises treatment failures 

* reduces treatment cost 



Each SYNASTAT tablet contains; 
Trimethoprim i.p. 160 mg. 

Sulphamethoxazole I. P. 800 mg. 

Presented in strip.s of 4 tablets 
In catch-covers 

Manufactured by 

UNIVERSAL GENERICS PVT. LTD. 

Thane-Belapur Road, Thane. 

Marketed by; 

ROUSSEL PHARMACEUTICALS (INDIA) LTD. 



D-Shivsagar, Or. Annie Besant Road, Worli, Bombay 400018 


CD 


fVKvr TA-a 


2 
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Highest in nourishment 

Balamul, a highly nourishing cereal 
weaning food, has been specially 
formulated for babies in India. 

It provides protein, calories, 
vitamins, minerals in proportions 
required by the child to sustain 
optimum growth Balamul's protein 
content is very high—20%—higher 
than in any other cereal food. 

The quality of protein is such that 
its net utilisation is 70 and its 
efficiency ratio 2.4, as against 
3.0 for casein. 

This means that much more protein 
is available for growth and very 
little is wasted. 

Approximate composition 
per 100 grams 

Protein 20 g • Carbohydrates G8 g 

• Fat 3.5 g • Calcium 0.8 g 

• Phosphorus 0.6 g • Iron 10 mg 

• Vitamin A 1500 lU • Vitamin D 
300 lU • Vitamin B1 0.5 mg 

• Vitamin B2 0.6 mg • Niacinamide 
5 mg • Vitamin C 30 mg 

• Calories 380. 


Lowest in Cost 

Retails at a much lower cost than 
other processed foods. This means 
you can recommend its use over all 
income levels, ensuring the fullest 
protein benefits for all. ideally from 
3 months to 5 years. 




Good Digestibility 

Baiamul is a cereal food pre-cooked 
in milk. Its balanced formula makes 
it easy to digest even when other 
solid foods and full strength milk are 
sources of irritation (especially 
during teething time). 

So far there have been no cases of 
total rejection of Baiamul by babies. 
Temporary rejection is possible. 

It is advisable to request the mother 
to try again. 


For its value and price 
—your best 

recomme 



Marketed by: 

Guiarat Cooperative Milk Marketing Federation Ltd.Anand 388 001. Gujarat State 
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f<»A further pertieulers 
please contact : 

LYKA LABS 

77, Nehru Road. Vile Parle-East 
Bombay-400 057. 

Phones: 

576947 • 563122 

Gram: ‘LYKAPEN’ 
Bombay-400 057. 


AMPILiN Ampiciliin 

Safe • broad-spectrum 
bactericidal antibiotic 

Available as: 

Capsules: 250 mg.-4's, 16's{ 500 mg.-8's 
Syrup : 125 mg./5 ml. -40ml. bottles 
250 mg./5 ml.-40ml. bottles 
Injections: 100 mg., 250 mg., 500 mg. 
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IS soemdorabu how 


Injectable 


FORTWIN 


brand of 



(as lactate) 

the new potent non-naiHsotic injectable 
analgesic avaiiable foi* the first time in India 







-i 




Supply 

Box of 6x1 mi. ampoules 
Cach mt. contains 30 mg. of 
Pentazocine as lactate 





RANBAXV LABORATORIES LIMITED.Ofchla.Mpw Oalhi 110020 
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for all those in stress or unable to combat it 
THE POTENT ‘VITALIZER’ 

Cebexiri 

FILM COATED TABLETS 



niDiPiL, 


naa/IDPL-2/78 
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for gentle natural bowel evacuation 





PREGNANCY 


OLD AGE 






rni 


POST-OPERATIVE CARDIAC 
j CASES PATIENTS 




PILES 


CHRONIC 

CONSTIPATION 


GRIFFONL^J 

laboratoires pvt. ltd. 

20, Huine^ Road Bombay 4WII 
(Regi^tur'ocl ProiJiieior cf The Triicle 


"The bowel could be encouraged to regain 
its basic normal rhythm by adjustment to 
provide sufficient residue for bulk 
stimulation of the colon, together with 
the laxative principles." 

(IHt LANCtT, 7237, 1 1010,1902.) 

BULK ACTION 

"These gums (Gum Karaya) are effective 
bulk forming laxatives." 

(PHAIIMACOLOGICAL BASIS OF THCRAPEUTICS) 
hv Gotximnn Ej- (jiloinn, Gth Edilion, 1975.) 

SYSTEIVIIC ACTION 

"Sennosides A and B act mainly on the 
large bowel...they reproduce the intrinsic 
peristaltic reflex of normal defecation." 

(THl LANCir. 7237; 1; 1010, 1962 ) 

"The treatment (of Hemorrhoids) includes 
regulation of bowel habits and the 
maintenance of soft-formed stools." 

(Wallc.' Moclell V.D DRUGS OF CHOICE. 

H. 321, 1972-73 ) 

SPECIAL FEATURES 

EVACUOL facilitates 

• Safe natural evacuation without 
purgation. 

• Bulk supplementation with Karaya gum. 

• Softening of the stool through colloidal 
hydration. 

• Gentle peristalsis with Sennosides 
A and B. 

PRESENTATION 

Chocolate flavoured granules j 

In cartons of 75 gms. y 
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Pride of your Medication 


IS 


<!> 


the versatile. 

broad - spectru m 

antiprotozoal agent 


for the treatment of 

TRICHOMONIASIS • AMEBIASIS • GIARDIASIS 


PRESENTATION 

MCTROaVk. TABLETS METBOGTL SUSPENSION 

nnp Dl lOxlOOing inmeoaMdirtlM BoW« of 30 na. M im uw «00 a*. 

Slrte ol 10 a *00 mg Kim eund uMm (Each S ml oonuMng nwvonidajou baniaylMviam 
Bonia al 100 a 300 mg Mm coaiaa lablaia 322 mg aqumalani to aiaarimlilaaiila IP 200 I 

[1e UNIQUE PHARMACEUTICAL LABS. 83 BEiC Or. Anni* Bssant Road 


'Mu''" *00 01 & 


• Wa a N w ga TiaiMNiaiS 
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A major 
breakthrough 
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LARPOSE: Lorazepam— 
a member of the 
benzodiazepine series- 
marks the successful 
endpoint of intensive 
research efforts to identify 
a compound that would 
act selectively on the 
anxiety-control centre in 
the brain. The research 
prediction that such a drug 
which Induced direct and 
specific anxiolysis would 
prove therapeutically 
superior to other anxiolytics 
which act on the entire 


limbic system, was verified 
in the stringent clinical 
evaluations ot lorazepam. 

LARPOSE provides quick, 
specific reliei of both the 
emotional and physical 
symptoms of anxiety, which 
is the single m 9 st commonly 
encountered clinical « 
phenomenon. LARPOSE 
is effective in doses as low 
as 1 mg., is well tolerated. 


virtually free from side 
effects, and remarkably 
compatible with other 
medications. 

...With these properties 
—^tested, verified and 
documented in repeated 
series of trials. LARPOSE 
closes a chapter of intensive 
medical research and opens 
a chapter of extensive 
clinical practice. 


Larposg ^ 

tablets of lorazepam 1 mg 2 mg 

— another exclusive first from 

UUSti Z89 Beltasis Road, Bombay 400 008. 


TitLAR 2JA 
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During Infections 

BECOSULES* 

A high-potency formulation of Vitamins B-Complex and C 


RESTORES NUTRITIONAL BALANCE 
and 

AIDS SMOOTH RECOVERY 




BECOSULES* 

A NAME TO REMEMBER 

for concomitant vitamins B + C therapy 

in 



A Symbol of 5ervAcs to Mtdicim 

PFIZER LIMITED fiend. Office: Express Towers, Nariman Point, Bombay 400 021. 
*Tradonidrfc of r>tiz«r CorporaSon, Pananw 



L did 























September 1, 19^ 


J. I. M. A. Advertiaer 


The EU6LUCON promise 
for the adult-onset diabetic... 

A near normal life, with 

Eugluconf 

(Glibenclamide) 

diet and 
exercise. 




In the majority of cases 
Just V 2 a tablet of Euglucon ensures: 


m a flesh physiological 
release of insulin 
after each meal 

■ round-the-clock 

normal or near 
normal blood 
sugar levels 


good glucose 
control 

early and optirrum 
stabilization 
of 'diabetes 


prevention or delay 
of early or lale 
complications 

I freedom from 
side effects 
or toxicity 


A diabetic on 


Eugkicon 


is a well-controlled diabetic. 


Pioneers in Oral Antidiabetic Research. 

BOEHRINGER MANNHEIM G.m.b.H. 
IbMinX Mannheim W Germeny. 



BOEHRINGER—KNOLL LTD. 
United Indie Building 
P. Mehta Roed, 

Bombey 400001 
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Orange flavoured 


EFFECTIVE 
SAFE 
PALATABLE 


SYRUP OF HAEMOGLOBIN WITH VITAMIN B12 


The highly potent Hb-formation property of 
this intake is demonstrated by its use as the 
sole treatment in the intense anaemias 
having 2,000,000 or even 1,000,000 RBCs 
per cubic millimeter of blood." 


A Boudarel (Congo) MEOECINE D AFRIQUE 
NOIRE VOL. Xl-No. 3. MARCH 1964 


FRANCO-INDIAN 
PHARMACEUTICALS PVT. LTD. 

20. OR. E. MOSES ROAO, BOMBAY 400011 
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Geriforte' 

indeed a new concept in geriatric care because 

1. Geriforte arrests degenerative changes and accelerates cellular regeneration and repair, slowed down by ageing. 

2. Geriforte improves hormone utilization, it increases the quantity of fr« hormones available to the tissues 
without affecting the total hormone concentration. Geriforte thus significantly improves the 
performance coefficient. 

3. Geriforte assists the ageing cardiovascular system; it tones up the heart, improves circulation, 
reduces scrum cholesterol, triglycerides, phospholipids etc. and thus prevents arteriosclerosis. 

4. Geriforte improves digestion and assimilation; enhances serum proteins (anabolism), carbohydrate 
and fat metabolism. 

5. Geriforte rejuvenates failing sexual function. 

6. Geriforte restores muscular tone. 
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Diabetes Mellitus Associated with Pregnancy 

K. M. GUN*, B. N. CIIAKRAVORTY", J. B. MITRA*'* 
(Received for publication January 30, 1976) 


Diabetes mclliliis is an important coniplicalion 
associated with pregnancy. This is more so in 
our country where the disease oUen r«;muius 
undiugnose'd in a subclinical or latent stage 
because of lack of adeejuate ante natal care in 
the majority of our expectant mothers, and also 
because many practitioners are not conscious 
about it. The disease is often diagnosed alter 
one or more foetal losses. This increased foelal 
loss may • also occur in the pre-diabetic stage. 
Present day ante natal care should enable one 
to diagnose pre-clinical or latent diabetes 
mellitus during pregnancy even in otliei'wise 
normal cases and forestall a foetal death or 
abortion. 


MATERIAL AND METHOD 
During the last 11 years 122 cases of diabetes 
mellitus complicating pregnancy were managed. 

In the present series, out of 122 cases only 
19 were known to be diabetic before the preg¬ 
nancy or pregnancies under consideration. In 
the remaining 103 cases, the abnormality was 
delected for the first time after the patients 
were seen ; the blood sugar estimatimi was per¬ 
formed for bad obstetric history or for routine 
screening. These figures are compared with those 
of Dhirawani et n/. ^(1973) who reported 136 
cases of known diabetes and'45 cases of diabetes 
mellitus diagnosed during pregnancy. 
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Diagnosis of diabetes mellitus during preg¬ 
nancy —During the ante natal visits of exiiec- 
lanl mothers one should be on the look out for 
subclinical or gestational diabetes. Unless this 
possibility is borne in mind, many cases are 
likely to be missed and the foetal wastage in 
this group will be high. 

Al each ante natal visit, the urine is examin¬ 
ed for sugar and albumin. If sugar is present, an 
estimation of fasting blood sugar and that after 
2 hours of ingesting 100 g. of glucose orally is 
performed. If the fasting value exceeds 110 mg. 
per 100 ml. or that after 2 hours is over 120 mg. 
or exceeds the fasting value by 20 mg. or more, 
a glucose tolerance test is performed after tak¬ 
ing 100 g. of glucose. 

Postprandial blood sugar is also estimated in 
the following groups of cases: 

i) Those with a family history of diabetes 
mellitus. ii) Any woman who had previously 
given birth to a baby weighing 4 kg. or more, 
iii) Previous unexplained stillbirth or neonatal 
death, iv) Recurrent attacks of monilial vulvo¬ 
vaginitis. v) Extreme degree of obesity; 75 per 
cent of diabetic and prediabelic patients in the 
series of Dass and Malik (1969) were obese. 

In these cases the estimation is repeated after 
28th week .even if the blood sugar is normal at 
the first visit. 

OBSERVATIONS 

Age incidence —The incidence of age of preg- 
nant diabetics were as follows : Fifty-four cases 
in the age group of 20-30 years, 56 cases in the 
age group of 31-35 years and 12 cases in the age 
group of above 35 years. 

A large number of pregnant diid>etics belong.* 
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ed to the age group of 31-35 years. This coircs- 
ponds with the experience of other workers like > 
Saraf et al. (1967), Adatia and Adatia (1968) and 
Dhirawani et al. (loc. cit.). 

WongferS'---Undiagnosed and/or badly treated 
cases constitute a real problem and there is a 
very high incidence of abortion and perinatal 
death in Ihis group. Table 1 shows the incidence 
of previous abortions and perinatal deaths before 
the patients came for treatment in this series. 
The combined abortion and perinatal death was 
64.2 per cent. 

Table 1—Showing the Incidence of Previous Obstetric 
History 
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Severity of diabetes ■ -In majority cases of the 
present scries, diabetes nicllilus, as diagnosed 
during pregnancy, was of mild degree, the posl- 
gliicoso blood .sugar being below 140 mg. per 
100 ml. of blood, though 14 cases bad a post- 
gluc«>sc blood Sugar l<!vcl above 200 mg. per 
100 ml. This is shown in Table 2. 


Table 2—Showinci incidence of Post-glucose Blood 
Sugar Level in Known Diabetics and Diabetes 
Mellitus Diagnosed during Pregnancy 



Blood 

sugar level (mg./lOOml.) 

state 

120-140 

141-160 161-200 Above 200 

Known diabetics 

2 

7 4 6 

Diacnosed during 

pregnancy 

49 

23 17 14 


Severity of diabetes is one. of the important 
factors w^ich affect foetal prognosis. The 
results are very .satisfactory in cases of mild 
gestational diabetes controlled with dietetic 
measures alone or W'ith diet and a small dose of 
insulin. In the series of Dhirawani et at. 
(lor. cit.) the f(»ctal salvage was 85.7 per cent in 
cases of mild diabetes and only 66.6 per cent in 
diabetes of severe degree. In the present series, 
th(!re was 4 perinatal deaths out of 81 cases 
(about 5 per itcnl) w'here the blood sugar level 
w'as below 160 mg. whereas there were 6 deaths 
out of 41 cases (14.6 per cent) with a blood 
sugar above 160 mg. per cent. 

Associated complications —It is well known 


that diabetes is sometimes associated with pte- 
eclamptic toxaemia (PET), hydramnios and 
congenital malformation of the foetus. Diabetic 
mothers have also a tendency to give birth to 
big babies (weight above 4 kg.). The incidence of 
associated complications were as follows : 

PET or hypertension—25 case.s, hydramnios 
—4 cases, congenital malformation—nil, big 
babies—20, hypothyroid state—2 cases and con¬ 
genital pulmoniury stenosis—1 case. 

Association of essential hypertension or PET 
adversely affects the foetal prognosis in diabetes 
mellitus. There may be sudden intra-ulcrine 
death of the foetus or labour may have to bo ter- 
minulcd prematurely because of aggravation of 
toxaemia, with increased morlalily of the pre¬ 
mature baby. In Ihe present series, 25 out of 
122 cases (20.5 per cent) had PE'f or es^elllial 
hypertension. There wi;re 4 perinatal deaths in 
these ea.sesj ; hydramnios was an additional 
compJiealiiig factor in one of these and labour 
.stalled spontaneously al 3-1 wei'ks will) dealli of 
the foetus because of prolapse of Ihe cord. In 
the series of Viswanathan et at. (I96f)) the iiui- 
dence of pre-eclampsia was 14.5 per eeiil. as 
compared to 4.35 per ccnl in Ihe uou-diuhelie. 

Manayemcnl—The pregnant dialalies are 
seen every fortnight during pregnaiuy. Majority 
of mild gestational diabelies can he lonlrollcd 
willi dielelir measures alone and they do not 
need admission in the hospital for siabilisation. 
Cases, nol cimtrolleti with dietetic measures, are 
admillud for .stabilisation vvitli insulin. Mild well 
controlled diabeties w'ith a previous normal 
obslclrie history, and without any a.s,sociated 
hypertension or PE'l', are adrnilled at 38th 
w’eek of pregnancy. When stabilisation is diffi¬ 
cult, or liiere is associated toxaemia or hydru- 
mnios or a bad obstetric history, tlic case is 
admitted al 32nd week or earlier in some cases. 

So far as untidiahetic agents are concerned, it 
is the practice to treat these cases with two, and 
sometimes three doses of soluble insulin, if the 
diabetes is nol controlled with dietetic measures 
alone. A jiatient who has been receiving oral 
antidiabotic agents before pr%’nancy, is changed 
to soluble insulin at about 28th week or earlier 
if there is any evidence of ketosis, or stabilisa¬ 
tion of blood sugar .becomes difficult. A few 
cases treated with chlorpropamide haye been 
reported by otlier workers (Jackson et ai., 1962 ; 
Notelovitz, 1968; Adatia and Adatia, loc. cit .; 
Dhirawani et al., loc. cit.). Long acting insulins 
are also not suitable for treating pregnant dia¬ 
betics. The authors have come across a few 
cases wliere intra-uterine death of the foetus has 
occurred with this treatment. Some of the cases 
controlled with dietetic measures alone have 
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required soluble insulin and dextrose drip 
during labour or caesarean section for preven¬ 
tion of ketosis. , 

In a primigravida with well-eslablisheil 
diabetes mellitus, it has been the practice in this 
series to perform an elective caesarean Section. 
Tliis practice is also followed in a multipara 
with bad obstetric history. If conditions arc 
favourable, surgical induction is performed 
with low rupture nif membranes in a rniiUi]>ara 
with good ol»sletric history. This is , combined 
with oxyloein drip. Caesarean section is soine- 
liines necessary in these cases if progress of 
labour is slow or when it is difficult to control 
ketosis. \'iswanathan et itl. {loc. cit.) found 
prolonged laljoiir in 13.8 per cent of diabetics as 
coinparc'd to .5.8 i>er cent of non-diabotirs. If 
iiiduclion delivery interval is prolonged, infec- 
luin is also coiuinon. 'I’be otilcoine of pregnancy 
aiu) metiu>(ls of delivery are shown in Talde 3. 


Table i—Hhou'ing Outcome of Pregnancy 
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prtmature 
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Spontaneo 
labour at 
term with 
vaginal 
delivery 

Induction 
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Caesarean 

section 

6 

6 

23 

4 

86 


In the prc'.srni series, caesarean seclion w.is 
lu-ccssary in 8(i cases (68.8 per cent) out of 
125 in-egn.'uieies in 122 patients; 76 of these 
were eleclive caesfuean sections and in tin' 
remaining 10 cases it was necessary' because of 
uterine inertia or foetal distress. Elective caesa¬ 
rean seclion was considered in such a large 
number of cases because of associated abnor¬ 
malities like advanced age in a primigravida, bad 
obstetric history and ccphalopelvic disproportion 
in some cases. Saraf et al. {loc. cit.) performed 
caesarean section in 26.6 per cent of their cases. 
Adatia and Adatia (loc. cit.) in 27..5 per cent and 
Dhirawani et nl. (loc. cit.) in 22.5 per cent ca.ses. 

The exact cause of birth of big babies in 
diabetes or pre-rliabetcs is not known, although 
factors such as secretion of pituitary growth 
hormone, adrenal glucocorticoids and maternal 
hyperglycaemia have all bewi incriminated. In 
the series of Visw'anathan et al. (loc. cit.). the 
incidence of overweight babies was 32.5 percent. 
Dass and Malik (loc. cit.) reported that 55.5 per 
cent of the pre-diabetics gave a history of hav¬ 
ing given birth to large-sized babies. 

Whatever might be the cause of big babies, 
all workers have found fewer big babies in well- 
controlled cases. In the present series all the big 
babies were encountered in the earlier cases. 


Perinatal mortality—The authors managed 
125 pregnancies in 122 cases (including one set 
of twins). There were 10 perinatal deaths 
(7.9 per cent). 

DISCUSSION 

Tile incidence of diabetes mellitus in hospital 
practice is about 1 in 800 pregnancies. From 
Tmlia, only one large series of 180 cases has 
been recenlly published (Dhirawani et 'al., loc. 
cit.) ; hul Ihey have not mentioned the incidence. 
From Western literature it appears that the inci¬ 
dence is almiit 1 in 350 (Barnes, 1970). 

For proper screening of potential or gesta¬ 
tional diabetes mellitus, not <»nly the types of 
cases mentioned above, but all pregnant women 
above the age of 2.5 years should have a screen¬ 
ing test jx'rformed. Presence of subclinical or 
Iiotential diabeies mellitus in the family may 
nol he known ; unless all cases arc screened 
some of the gestational diabetics may remain 
undiagnosed and an unforeseen intra-ulerinc 
death of Ihc foetus may occur. According to 
Dass and Malik (loc. cit.), for cvei’y one case of 
known 'diabetes mellitus there arc approximate¬ 
ly three in the undiagnosed slate. This view is 
supiwrlcd by the observations of Hofmeistcr 
et al. (1971), who found that out of 372 obste¬ 
tric palit'nls 22.3 ikt cent had an abnormally 
elevated postprandial glucose level ; in only 
three patients this finding was anticipated by 
history. O’SuIliven et ol. (1973) idso share the 
same view. 

The large pro]iorlion of known diabetics in • 
the series of Dhiraw'ani et al. (loc. cit.) is pro- 
h.'ibly due to the fact that their cases were 
collected from the special diabetic clinic attach¬ 
ed to the hospital. 

Pregnancy is usually terminated after 37 or 38 
weeks of gestation in a diabetic by caesarean 
section or surgical induction of labour in order 
to minimise the risk of intra-ulerine death of 
the foetus. It is felt that the ready availability 
of a laboratory parameter for determination of 
foetal well-being. e.g., urinary or serum oestriol 
estimation might have Saved some of the babies. 
In two cases, pregnancy w'as terminated after 
completion of 36 and 37 weeks respectively 
because of bad obstetric history; both the 
babies died of respiratory distress syndrome. 
Another elderly primigravida also lost her baby 
after caesarean section at .36 weeks for sudden 
deterioration of pre-eclamplic toxaemia. H might 
have been possible to wait for one or two weeks 
more in these cases if some other parameter for 
determination of foetal well-being were available 
besides clinical assessment. Weekly estimation of 
scrum heat-stable alkaline phosphatase was 
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performed in some of these cases, but it was 
not found to have any definite correlation with 
clinical condition. 

In a few cases of mild Rostational diabetes in 
nuillipara with good obstetric history or in 
young i)riniigravidae, pregnancy was allowed to 
continue to term for spontaneous onset of 
labour, with no adverse efTcct to the boby. This 
view is supported by the works of other Indian 
workers (Saraf ei nl., lor. cit ; Adatia and 
Adalia, lor. rit.; Dhirawani et nl., loc. cit.). 

All rcc.ent communications have shown no 
maternal mortality in pregnant diabetics. But 
the foetal loss in our rountry has been reported 
to be high, as shown in Table 4. 


Table 4--Shov)ing Maternal and Foetal Mortality in 
Pregnant Diabetics 


Author 

Maternal 

mortality 

Foetal 

mortality 

Saraf et al. (1967) 

3.6% 

23.3% 

Adatia and Adatia (1968) 

Nil 

14.0% 

Schwartz et al. (1969) 

Nil 

2.6% 

Peel (1972) 

Nil 

4.7% 

Dhirawani et al. (1873) 

NU 

25.6% 

(including 

abortion) 

Gun and Chakravorty (1970) 

Nil 

12.5% 


Viswanathan et nl. (loc. cit.) found a foetal 
wastage (including abortion) of 40.2 per cent in 
diabetics compared to 1fi.4 per cent in non- 
diabt'iics. If only abortion was considered, the 
incidence in diabetics was al)out double that of 
the non-^liabetics ; the corresi)onding perinatal 
mortalilv was 27.5 anri 8.2 j)er cent respec¬ 
tively. Saraf et nl. (loc. cit.) observed 16 abor¬ 
tions and 81 stillbirths in 110 pregnancies 
among 28 pregnant diabetics. In Dass and Malik’s 
series (lac. cit.), 42.6 per cent of diabetics gave 
a history of one or more premature births ; his¬ 
tory' of stillbirth was present in 42.6 per cent of 
diabetics and 33.3 per cent of pre-'diabetics. 

The exact cau.Se of intra-uterine death of the 
foetus in diabetes mellitus is not exactly known. 
There is no evidence of placental in.sutTicieney 
unless the case is complicated by hy[>crtension 
or pre-eclampsia. Neonatal death may occur due 
to respiratory distress .syndrome or hypoglycae- 
mia. Whatever may be the cause of foetal death, 
the incidence is high if the diabetes is of long 
duriilion. if it is not well controlled, or if it is 
complicated by hypertension, pre-eclampsia or 
hydramnios. 

SUMMARY AND CONCLUSION 
One hundred and twenty-five pregnancies in 


122 cases associated witii diabetes melHtus have 
been presented. 

There was no maternal death. The gross 
perinatal mortality was 7.9 per cent. 

For screening of potential diabetics, all preg¬ 
nant mothers above the age, of 25 years should 
have a post-glucose blood sugar estimation per¬ 
formed. All practitioners must be diabetes 
conscious so that diabetes may be diagnosed 
early and an unsuccessful pr<jgnancy prevented. 

P'or hettjT result.s, these cases should be 
referred to special centres who have (ixjicrience 
of managing such cases. 
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Hyperostosis and Diabetes 
Mellitus 

S. P. S. TEOTIA*. M. TEOTIA**. U. K. SINGH*** 
N. P. S. TEOTIA**** 

[Received for publication September 9, 1976) 

Continuing interest sinre I9r)4 in the study of 
metabolic bone disorders i)rompted the Survey 
of skeleton'of palients with diabetes mellitus for 
possible bone involvement. The. puriiose of this 
coninntnicalion. therefore, is to report the fliid- 
inps on roentfjenolopic e\»miii;ilioii of skeleton 
in patients with diabetes inelliliis and to dis- 
cov<T if any (torrelation exist with the clinical 
and biochemical findiiif's in these patients. 

MATERIAL AND METHOD 

A review M'as undertaken of non-seleciod 
diabetic patient.s who attended diabetic, clinic 
during the i)asl 4 years and in wlioin cliiiical. 
biochemical and roentgenological examiiialinns 
were performed. The diagno.si.*: of diabetes 
mellitus was confirmed in each patient by 
accepted criteria and appropriate investigations 
W'ere performed in each case to exclude any 
other concurrent illness. 

Laboratory inv<-sfigations included estimalinn 
of plasma calciiini. plasma phosphorus, ])!aMna 
alkaline phosphatase, blood urea, glucose tole¬ 
rance test, blond cholesterol, creatinine clearance 
and estimation of ‘Jt-hnur urinarv calcium 
rxcreti<m. LSkeletal radiograplis were taken of 
skull, .spine and of bones of the extremities. 

OBSERVATIONS 

CHnicnl —Six were males and one female, their 
ages ranged from 3S to .58 years ; body weight 
from 56 to 82 kg. and duration of diabetes 
mellitus from 5 to 15 years. At the time of their 
first visit to the diabetic clinic. 6 v/ere receiving 
oral therapy with tolbutamide and one was being 
treated with insulin. None had keto acidosis, 
one had moderate hypertension, 2 showed 
retinopatlYi' and only one had peripheral 
neuropathy. 
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InvesUgalUns — Fasting blood sugar ranged 
from 137 to 198 mg. per cent, blood cholesterol 
was above 250 mg. per cent only in 3 cases and 
only one case liad mild albuminuria. Plasma cal¬ 
cium, plasma phosphorus, alkaline phosphatase, 
blood urea, 24-hour urinary excretion of calcium 
and creatinine clearauct! showed fiiidiugs within 
the normal range. 

X-ray showed hyperostosis of skull alone in¬ 
volving frontalis interna, ba.se and calvarium 
in 3 pati<-nls (Fig. 1). In 2 patients, hyperostpsis 
of skull was combined with Ijy])erostosis of 
bones of the extremities. In one ])alient, hyper¬ 
ostosis of skull was a.ssoeiated with spondylosis 
hyperostoliea and one had hyjaTostosis of bones 
of cxtreniities only. 



P'ig. 1—Showing Hyperostoses of the Skull Involving 
the Frontalis Interna Base and the Calvarium 

DISCUSSION 

Continued interest in the study of metabolic 
bone diseases led to review the roentgenogra- 
phir examinations of skeletons in 55 patients of 
diabetes mellitus who have boon inpatients and 
who also regularly attended the diabetic clinic 
during the fiast 4 years. 

Radiological findings suggestive of hyperosto¬ 
sis were, observed in 7 of the 55 patients. At 
the time of taking the skeletal radiographs, 
diabetes mellitus was inadetjualely controlled in 
all the patients. The distrilnitiun of bone 
changes revealed lhat hyjieroslosis of Hu* skull 
alone involving the frontalis interna and the 
calvarium was the conimone.st radiological 
abnormality and was observed in 3 paljents. In 
2 patients hyperostosis of the skull was com¬ 
bined with ibe hyperostosis of bones of the 
extre^mities. Hyperostosis of bones of the 
extremities alone as revealed by thickening of 
the cortex and periosteal calcifications in the 
diaphysis was seen in one patient only. Hyper- 
117 
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ostolic spondilosis, best seen on the lateral 
x-ray picture of the dorsal spine, was observed 
only in one patient and was characterised by 
ribbon-shaped ossification lying on the front 
surface of the vertebrae and bridging the space 
between them. Despite the calcification of the 
anterior longitndinal ligament, this patient had 
no clinical symptoms. 

Conditions likely to cause hyperostosis, such 
as. renal hy|ierpara1hyroidism, hypophosphatae- 
mic. oste<imalacia. skeletal fluorosis, vitamin D 
intoxication. hy|joparatliyroidism and ankylos¬ 
ing spondylitis were carefully excluded in each 
case bv appropriate, investigations. 

On the b.'isis of the observations described, it 
is Suggested that the as.sociation of diabetes 
mellitus with hyperostotic, bone changes may be 
a separate entity and not accidental. 

Schoen (19711) reported that lO.'i (M per ce;it) 
out of 400 ca.ses treated since 1904 f(»r latent nr 
manifest diabetes mellitus were found to sulTer 
from hvp(T«>slotic spondvlosis. In his .series, 
elderly diabetics sutTered from it more fre¬ 
quently anri .spondylosis hv])ero.stotica never 
occurred before tin* 31 si year arvd Siddoni before 
the riOtli. It was also more fr<‘Cinent in patients 
with manifest than in those with asymptomatic 
diabetes mellitus without glvc(»suria and wiHiout 
hypergiveaemia but with an almormal tolbuta¬ 
mide test and IV'^ glucose tolerance lest. 

Forgac. (1972) reported that hyperostotic 
changes developed earli('r, more froquc'ntly arvd 
more inlensivelv in diabetic paiir-nts than in 
non-diab«*Hc control group. Ho further emphasis¬ 
ed that spondvlosis hvpertjstolica is commonly 
seen in iinm. while cranial hyperostosis is more 
common in women. .Simultaneous appe.'rrimre of 
spondylosis hyperosfotica and cranial hvper- 
nslosis was ohserved in «me male jratirmt. 
Pathophysiology of hypero.slosis in diahetic 
patients i,s not eloarlv understood. Om- ease with 
spondylosis with hytrerostosis also showed 
hyperostosis frontalis interna. The tendency of 
these two hyperostoses to co-cxisl is apparent 
also in acromegaly and seems to suugcst that 
the somalotrophic or as yot unidentified hor¬ 
mone mav be the common pathogenetic factrit 
w'hich infiiionces rarlMdivdrate metabolism as 
well as sfimulali's the skeleton to form now 
» hone deprrsits. Some degwe of livperosto.sis 
; frontalis inhima mav be a normal feature of 
i middle age. It is. however, as.soeiated with slight 
i mental retardation. The main importance <»f 
|‘hvperostnsis frontalis interna is the resemblance 
f of tlie fbanges to hvpero.sto.sis due to menin- 
[.) gioma. Pv('fcr*.'.nrc of meningioma in a case of 
hyoerost»)sis frontalis interna may be markevl. 
i Whatever may be the exact pathogcnesi.s. find¬ 


ings of hyperostosis in diabetics of this series 
are of interest. It is held that hyperostotic 
changes ami diabetes mellitus form a charac¬ 
teristic entity and cannot be c«)nsidert!'d as a 
simple co-incidence. All patients, in this scries, 
who had hypcaoslosis were over-weight, ijoorly 
controlU>d and Ti had maturity oiv.set diabetes. 

In view of the <»ccasionaJ a.s.socialiou of 
diabetes mellitus with hyjH'ro.stosis, iiivcsliga- 
lious of carbohydrate inclaholisin should he i»cr- 
fornied in each ca^'C slutwing hyixToslo.^-is. Fur¬ 
ther work is needed to di.scover the c.xact patho¬ 
genesis, metabolic or hormonal factors respon¬ 
sible for the occurrence of hyperostotic bone 
changes in jxdienls witli diabetes mellitus. 

SUMMARY 

Fiftv-fice case.s nf iiiiU-selecIc d 'diabetic 
palieiils vei'e studied to find out a correlation 
lietweeii diabetes mellitus and Ji\ perostosiS. 
iiyi )ero.slo*is was found only in 7 case.s. 
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Medical Problems of Fresh 
Water Diving 

M. Y. KHAN* 

[Receired for publication December 22, 1975] 

.‘According to .slati.sties it has been e.stimate’d 
that diving is 96 limes more dangerous than 
driving an automoliile on time basis (Quint, 
1967). Mortality among divers is 220 times more 
than among factory workers. A diver is trained 
rigorously to take heed of the important and 
proven regulations wdiich experience has showm 
to be essential for safe and satisfying diving. 
Invention of the ‘aqua-lung’ has helped in in- 
c.rea.sing the luimhcr of divers to l.^i.OOO annually 
(Editorial, 1972). A$ men extend their sphere of 
activities in and underwater, common problems 


*B.Sc., M.B.B.S.. M,U.M.S, (USA), Medical Officer 
In-chargo. Medical Caver for Divers, Gandhi Sagar 
Coiony, Mandsaur, M.P. 
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uf adoptation are faced and new hazards met 
with. The present paper is baS(<d on 98,000 man¬ 
hours underwater ainon^' fresh water divers. It is 
hoped that the i)ai)cr may be of help to any 
medical man who finds himself rc.sp(»nsihle for 
advising lho.se underwater. 

mate:rial and method 
Locally trained divers of the age grou]) of 
25-ftf) years were the subjocls lor the Study dur¬ 
ing the period 19(»8 through 1975. The. subjects 
had diving experience ranging from a few' months 
to 30 years. Each diver was thoroughly investi¬ 
gated bet ore the study and those having 
diabetes, ischaemic and other heart diseases, 
obstructive lung diseasc.s, skin diseusc.s and 
epilepsy wi re not iiicliideil in Ihe .-'luih. Each 
diver was eNamiiu-d befoie enlering and alti r 
return from water. J'lie sliglilesl compiaiiit was 
noted and itivesligaled thoroughly. Diiiiig 
I ifeeieiiey (useful diving lime per unit of hdal 
lime underwater) varied from diver to diviT and 
the nature of work. The diving deplli ranged 
from 2") feet lo 189 fei I of Iresli water, I he 
nature of work was elearance diving, umlei- 
waler eoiistriietion and inspection and sahage 
operation. Lew dners liked suits, other.', dis¬ 
liked it. Diiiiig with .SC.rUA (self conlained 
nndi'rwater hrealhini' annaraliisi as well as 
standard diving willi .SI)1)E tsurlace deiiiiiiid 


diving equipment) remained the methods of div¬ 
ing. Atmospheric air free from impurities was 
used. Diving was restricted on empty stomach, 
after meals and intake of alcohol. Majority of 
(livers were illileiale and belonged to poor socio¬ 
economic status. 

OBSERVATIONS 

Table 1 shows the incidence of various medical 
problems observed by the author compared to 
those reported hy Uie other workers. 

DISCUSSION 

Navy divers are more motivated to report all 
.syiiiploins irn'Speclivo of .severity. Lommcreial 
and Sport divers on the other hand, ignore pain 
of aiiv iialiii'e il it is lolerable. In Laniherlscn’S 
(1947) series Ihe serious diving hazards such 
as heiids and ,s(pu>eze wc'n? eliminaled because 
of the Li.Se of iiidejieiident closed circuit re.; 
lirealliiiig apparatus having a diving range of 
not nioK' than (id feet of water. The University 
of illiode Ishind (1972) did not rejiori a .sin¬ 
gle ease ol vertigo oul of ‘Is 290 non-fatal cases 
of aeeideiit.s. J’he iiieideiiec; of air eiiiholisin and 
Ik'IkIs was laiily more in tliul Series. Berhagc 
|19tit)) reiiorted alii) eases of bends, (he liigH- 
(■;.l ever recorded in smv Series. Tlie iiielhod of 
reiiorliiig used hy llieiii was dilTen'iit. Lundgren 
(1905) reported 92 cases of \'erligo among 


Table 1—.S'hoii'iinj tin? C'lmparativc Inridmcc of Ihe Medical Problems Observed in Uie Present Siudy as 

irell as Tho.tc ifrported in the Literature 


Problems I.;imb'’rtsen Univc'ndty Lewi.'; and Lundgren Berliage Present 

(1947) of Rhode Laiigdon (1965) (1966) sern's 

Island (1972) (1966) 


Otitic 


barotrauma 

11 

Diver’s vertigo 

— 

Sinus pain 

13 

Dental 

barotrauma 

— 

Oxygen poisoning 

5 

Pulmonary 
barotrauma: 

Surgical 

emphysema 


Pneumothorax 

— 

Air embolism 

— 

Bends 

— 

Squeeze 

— 

Soda lime 

bronchitis 

— 

Asphyxia 

1 

Anoxia 

— 

Claustrophobia 

2 

Nitrogen 

narcosis 

— 

Illness under 

water 

— 

Injuries by aqua- 

tic animal 

Many 


100 - _ _ 

_ 16 92 2 

12 1 — — 


66 

41 

21 


1 - 1 

18 2 — 


1 

2 


2 

3 

40 

40 


2 

4 


— 23 

— 24 

— 42 

24 560 30 

12 20 4 


— 1 1 

12 2 — 

3 4 2 


20 

3 

1 


6 

2 


3 2 

4 10 
20 


3 


1 

3 


2 


4 

4 

4 


Wec’th Webster 
(1965) (19CB) I 

_ 1 

— - , ^ 

165 20 { 

3 40 ! 
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Swedish sport divers. He iurther reporieu that 
1 in 20 ol the vertigo group consistently experi- 
enci-d the eHVcl and 1 in every 5 regarded its 
onset as ‘vei-j- or rather troublesonio’. Lewis 
and Langdoii (I'JtiG) reported at least one 
occurrence ol' vertigo in yO per cent ol' their 
cases among LS Navy divers. University ot 
Rhode Island (he. cit.) reported maximum 
cases of pulmonary barotrauma and still few ol 
their cases remained under ‘smspected over 
pressure injuries’. 

SUMMARY AND CONCLUSION 
Medical problems of fresh water diving have 
been studied. 'I'liese hazards can be easily avoid¬ 
ed by slnctly following the rules and regula¬ 
tions of underwater clubs or schools. In our 
country there are no clubs or schools for im¬ 
parting iuslJuclions in diving. Organisation ol 
underwater clubs, schools and institutes are 
essential lor llie nation. 

It can he saJely concluded that safely in div¬ 
ing riiquircs proper eoinbinalion ol eoiunion 
sense logelln'r with the laniiliarity and main- 
Icnaiiee of the equiiunenl used. 
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Kaposi's^Sarcoma of Small 
Intestine 

1’. SK.XdUPl'A*, M. M. D.\S** . 

Kaposi's sarcoma' (Kaposi, 1872) till recently was 
consideri'd to bo a disease peculiar to East Europeans, 

Nilratnn Siri-ar Medical College and Hospital, Calcutta 
♦M.B.B.S., Pli.D. (Cal.), Reader in Pathology and 
Bacteriology 

P.R.C.S (Eng. and Edin.), Assistant 
Pralfe8«or of Surgery 


luainly Jews (Evans, 1968). It has since been reported 
from many parts of the world (Naik, 1976). Solitary 
cases of cutaneous Kaposi's sarcoma have been record¬ 
ed from India in recent years (Srivustava and Nagar, 
1966; Rc-ddy et al., 1968). Although primarily a lesion 
of the skin, Kaposi's sarcoma in rare instances ex¬ 
clusively involves visceral sites only (Tedeschi etal., 
1947 ; Anthony and Koneman, 1960). In, a recent 
series of 51 cases, only one had abdominal involve¬ 
ment (Naik, toe. cit.). 

A case of Kaposi's sarcoma of the small intestine 
occurring in a male patient, is considered to be worth 
reporting due to extreme rarity of such cases. 

CASK RBPOIIT 

N.N.A., a 45-year-old Hindu male, atlcnded the 
surgical outpatient department on 15-12-1975, com¬ 
plaining ot pain in the right iliac fossa for 7 days 
and was diagnosed to have a well localised appendi¬ 
cular lump and was treated conservatively as an out¬ 
patient. In .spile of being treated adequately tlu; lump 
persisted. 

On reviewing the patient on 9-2-1976, it was found 
that the lump had considt'rabJy increa.sed m size*, lie 
was clinically diagnosed to have lymphosan oma of 
the small intc.stinc and was admitted on the same 
day. Althougli on admission there were no pain or 
fever, oil enquiry it was found that lie iiad had occa¬ 
sional vomiting, low grade fever and vague pain over 
the right iliac fossa, with gradual loss ol body weight. 

Examination--The patient was moderately built, 
poorly nourished and had remarkable pallor. Pulse 
was 72 per minute, BP—122/80 mm, Hg. 

On abdominal palpation, a large nodular, slightly 
mobile, non-tender lump, about 15 cm. in diameter, 
with fairly well defined margin and irregular consis¬ 
tency, was detected in right lower quadrant of abdo¬ 
men. 

/nnestiflaj tons—The patient had slight leucocytosis 
(11,000/c.mra.i with high polymorphonuclear count 
(90 per cent), and very low haemoglobin concentra¬ 
tion (4 g. per cent). Results of stool and urine tests, 
blood sugar and urea concentrations were normal. 

Operation —With repeated blood transfusions haemo¬ 
globin concentration was raised to 9 g. per cent and 
the abdomen was explored under general anaesthesia. 
A growth about 14-cm. in diameter covered by great¬ 
er omentum was located adjacent to the ileum aris¬ 
ing from its antimesenteric border. The mass, partly 
solid and partly cystic, had adhesion to the parietes. 
The greater omentum and the mesentery were 
studded with small nodules. Biopsy was taken from 
such a nodule and the main mass along with a por¬ 
tion of the ileum and the greater omentum, was re¬ 
moved. The resected gut was repaired by end-to-end 
anastomosis. 

Postoperatively the patient received a course at 
cyclophosphamide 200 mg. IV dally, the total dose be- 
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Ing 2 g. along with repeated blood transfusions. He 
was discharged on the 14th day after surgey. He is 
being checked regularly and is asymptomatic for over 
8 months. He still has no cutaneous manifestation. 

Pathology —The main mass, oval in shape, mostly 
Arm in feel, was partially covered by a membrane. 
The biopsy bit felt Arm. Tissues from the main mass 
and biopsy bit were fixed, processed and sectioned in 
routine manner. Sections were stained by haema- 
toxylin and eosin and also for reticulin fibres. The 
growth had bundles of spindle-shaped cells, often 
with bizarre nuclei. This fibroblastic tissue was in¬ 
tercepted by irregular vascular spaces and had 
scattered infiammatory cell infiltration therein 
(Fig. 1, H. & E., X 70). Small vascular slits were most¬ 
ly without any endothelial lining but contained intra¬ 
luminal erythrocytes. Vascular spaces, lined by endo¬ 
thelial cells, of capillary size and often irregularly 
cavernous in type, amidst stroma containing lyiripho- 
cytes, plasma cells and a few neutrophils were pro- 
mini.a features of the bigger mass (Fig, 2, Hf&E., 
X :«) 0 ). 



Fig. 1—Showing Fibroblastic Nature of the Lesion 
with Many Vascular Spaces and Diffuse Cellular 
Infiltration in Microphot(«raph 

DISCUSSION 

Although Kaposi's sarcoma is primarily a pro¬ 
gressive cutaneous lesion, often multiple in nature, it 
may occasionally occur in any organ. Gastro-intest- 
tinal tract, mesenteric lymph nodes, liver and lungs 
are the common extra-cutaneous sites, frequently 
with and infrequently without associated cutaneous 
lesions. However, visceral lesions are extremely rare 
and mostly asymptomatic. Ecklund and Valaitis 
(1962) during an autopsy study recorded visceral in¬ 
volvements in 10 per cent of the cases and these were 
mostly asymptomatic during life. The present case 
was symptomatic for 3 months prior to hcspitalisa- 
Man ani isvelapag m m mt amuinri* and iMt cansl* 



Fig. 2—Showing Some 'Wcll-formod Vessels and 
Others Rcvscniblirig Imomplete Cavernous Spaces with 
Scanty Stroma Containing Inllanuuatory Cells in 
Micruphotograph 

derable body weight during thu period. At operation 
multiple nodules were found iii tr.e greater omentum 
and nic.-ientei'y, along with a big muss unsLiig from 
the ileum. At the negiiining it was thought to be a 
case of appendicular lump; pie-operative diagnosis 
was lyniphiisai coma oi the iltocdfcal region. Only 
irom the histology it became apparent that the lesion 
was a visceral type of Kaposi's sarcoma. 

Kaposi's sarcoma occasionaily occurs along with 
lymphoma and mycosis fungoides (Lever, 1967). But 
in Naik's series (luc.xit.) of 59 cases, none had asso¬ 
ciated lymphoma or mycosis fungoides. In the pre¬ 
sent case there was no lymphoma although the pro¬ 
visional diagnosis was lymphosarcoma. 

A Significant male predilection lor this malady has 
been stated (Templeton, 1972) and male: female ratio 
is considered to be 10 ;1 (Alien, 1971). Although no 
age is immune Irom this disca.se, majoriy occurs 
from the Sth to 7th decades (MacCarthy and Pack, 
1950 i Cox and Heiwig, 1959). The present case belongs 
to this susceptible group. Although a slowly growing 
disease, often present for 25 years, the life expectancy 
in majority of the patients is between 5 and 10 years 
(Allen, loc. cit.). Death occurs due to deep infiltra¬ 
tions from cutaneous lesion, haemorrhage from intes¬ 
tine and lung lesions, intercurrent infections, extensive 
visceral involvement and rarely from complicating 
lymphoma. The present case is free from recurrence 
or any cutaneous manifestation for about 8 months 
following surgery and chemotherapeutic measures. 

SUMMARY 

A Hindu male aged 45 years, bad Kaposi’s sarcenna 
of the small intestine along with multiple mesenteric 
/ lesions without cutaneous manifestation. The growth 
was removed and the patient received a course oi 
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cyclophosphamide postoperatively. He has remained 
asymptomatic for about 8 months. 
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Pneumatosis Intestinalis 

R. CIlAKR.\V.\RTHi* 

Pneuinatosi.K intestinalis is an uncommon condition, 
characten.sed by tlie presence of multiple ga.< 5 -fllled 
cy.sts in portions of gastro-intestinal tract and occa- 
sioiialiy in other organs of the abdominal cavity. The 
condition .ilso has been called intestinal emphysema, 
gas eys-ts of tiie intestine, bullous emphysema of the 
inte.sline, pneumatosis, or pneumatosis cystoides intes- 
^tiiiali.s. Tin? eombinalion of pneumatosis intestinalis, 

*MS., F.I.C.S., Honorary Associate Professor of 
Surgery, Madurai Medical College and Honorary Sur¬ 
geon, Erskina Hospital, Madurai 


hepatodiaphragmatic Interposition of colon ahd dub- 
denal ulcer is extremely rare. 

ca.se report 

A 40-year-old male was admitted with a history of 
abdominal pain of 8 years' duration and vomiting 
undigested food for 3 years. There were no episodes 
of hacmatemesis or melaena. 

Examination—Physical examination revealed an 
emaciated, dehydrated patiimt with classical signs of 
duodenal ulcer and obstruction and an obvious visible 
gastric peristalsis. No lump could be palpated in the 
abdomen. 

Investigations —Barium meal .study showed a mar¬ 
kedly dilated .stomach with improper filling of the 
duodenal cap (Fig. 1). Routine skiagram of chest 
showed interposition of segment of colon between the 
right dome of diaphragm and the liver (Fig. 2). 



Fig. 1—Showing Dilat- Fig, 2 Showing Hopato- 
ed Stomach and Irregu- diaphragm a tic Inter- 
lar Duodenal Cap in position of Colon in 
Barium Meal X-ray X-r.sy Chest 

Surpery-Laparotomy done through upper mid¬ 
line incision sliowcd a dilated stomach and a cicatris¬ 
ing ulcer in the anterior wall of the Ist part of 
duodenum. About 3 feet away from the ileocaecal 
junction, the ileum was found to cont.ain numerous 
subserous ga.s cysts. The.se cysts (each being of 
the size of a small pepper) were closely packed and 
pre.sent all round the circumference' of the bowel in¬ 
cluding the antimesenteric border. The mesenteric 
border and the leaves of mesentery were free. The rest 
of the .small bowel and the colon looked externally 
normal. In vii'w of duodenal ulcer with marked steno¬ 
sis, posterior retrocolic gastrojejunostomy was done. 

FoIIou’-up—Barium meal study after 6 months 
showed a funetioning gastrojejunal anastamosis and 
multiple submucosal gas cysts in the transverse 
colon (Fig. 3). 

DISCUSSION 

The first dt'seription of pncumato.sis intestinalis In 
a human cadaver is by Du Vernoi in 1730. It is Bang 
who in 1876 gives the first complete description of an 
autopsied case (Reyna et al., 1973). Kushlan (1862) 
showed a collection over 300 cases of pneumatoais 
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Fig. 3—Showing Barium Meal Follow-through with 
Gastrojojuiial Anastomt)sis and Numerous Submucous 
Gas Cysts in the Transverse Colon 

intcstinalis. Koss (lf)52) give.s a complete review of 
the subject, reviewing about 213 cases. 

Hepatodiaphragmatic interposition of the colon, 
per fe, is extremely rare. Kolju in 1938 reports an 
incidence of 29 cases in 20000 roentgenogi-ams and 
Hubacher reports an incidence of 17 in 20000 roonlgcno- 
gram.s (Fcidman, 1957). This rare anomalous position of 
the colon can be diagnosed only by roentgenoscopy. A 
paper by Choussat and Choussat-Clausse (1937) is 
frequently quoted in the roentgenologic literature. 
The possible causes of such an interposition have 
been clas.sified by these authors Intc hepatic, dia¬ 
phragmatic and intestiiwl. The hepatic factors include 
ptosis of liver, small liver, or relaxation of its sus- 
peasory ligaments. The diaphragmatic factors arc, an 
abnormally high diaphragm, paralysis of diaphragm 
or changes in intrathoracic pressure. The intestinal 
factors include abnormal mobility of colon duo to 
congenital causes, magacolo’n and abnormal accumula¬ 
tion of gas in the colon, causing upward displacement 
of the diaphragm. Two types of interpositions are 
recognised; (i) persistent and (ii) transient or sliding. 
The interpo.sition has been persistent In the majority 
of ca.ses. One of the important intestinal factors res¬ 
ponsible for hepatodiaphragmatic interposition of the 
colon j.s pneumatosis intestinali.s and this is known as 
Chilaidlti sign (Goldstein 1964). 


SUMMARY 

A case of pneumatosis intestinalis, associated with 
hepatodiaphragmatic interposition of colon and duo¬ 
denal ulcer is presented. Pneumatosis intestinals 
per se docs not require any surgical correction. The 
factors associated with hepatodiaphragmatic inter¬ 
position of colon and its rarity have been stressed. 
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Conjunctival Abscess due to 

Dirofilaria conjunctivae 

MOTIAN GEORGE*. GYRIAG KVRIAN** 


Parasitic worms of the genu.s dirofilaria have been 
reported feom several animals, especially dogs. A few 
cases of human infection with the early .stages or 
pre-adult stages were also reported. In the genu.s diro¬ 
filaria, D ccTijnncfivac is a rare species having been 
recorded prevlou.sly on very few occasions, as res¬ 
ponsible for conjunctivitis. 

Fou.st ef al. (19,52) gave an account of the unu.sual 
filarial infections including D. conjunctivae in man. 
Faust and Russel (1953) described the.se worms as well 
as the signs and symptoms. Soulsley (1973) also refers 
to the symptoms due to D. conjunctivae Infections. An 
elaborate account of D. conjunctivae and the hlsto- 
pathological changes due to this Infection ha.s been 
given by Pacheco and Schofield (1968). 

Perhans the latest reference on D. crinjunctivae Is 
that of .Joseph et al. (1977). Here, thev mention about 
a case encountered in the Government Hospital, 
Chirayinkil, Kerala, in June 1B76, giving a short 
account of the morphological characters of the ex¬ 
tracted worm. This is the first ea.se recorded from 
Kerala and India. 

Immediately after this report, the authors came 
across another case of conjunctival abscess due to 
D. conjunctivae from the same locality in July 1976 
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and this happens to be the second case firom Kerala. 
The present paper mainly comprises the case repcwrt 
and the relevant pathological conditions, especially 
those not recorded by the previous authors. 

CASE REPORT 

Sathyabhama, an IS-year-old, Hindu, female, came 
to the Outpatient Department of the Government 
Ophthalmic Hospital, Trivandrum, with the com¬ 
plaints of pain, redness, watering, irritation and 
swelling in the left eye of one month's duration. She 
was referred from the Government Hospital, Chira- 
yinkil. There wa.s no pa.st history of fever and rigor 
at night. There was also no relevant family hi-story. 

Examination—On examination, general health and 
nutrition were good. There was no lymphoedema, 
or lymphangitis, no subcutaneous nodule or abscess. 

On local examination ; Right eye—Anterior seg¬ 
ment was normal. Ocular movements were full. Left 
eye—There was a .swelling of 1 cm. diameter in the 
Inferona.sul aspect of the bulbar conjunctiva imme¬ 
diately above the lower fornix. The conjunctiva over 
the swelling was conge.sied. The swelling was movable 
to some extent but seemed to be confined to the sub¬ 
conjunctival ti.'-'.sue. There Wfi.s no tender nes,s or trn:is- 
lucency. Re.st of the anterior segment was normal. 
Ocular movements were full. 

Visual acuity—0/6 in bcjth eyes, fundi—normal. 
Slit lamp examination: Right eye-normal, left eye- 
cornea wfcs normal. There were neither keratic preci¬ 
pitates nor any aqueous flare. The swelling wa.s found 
to be limited to the .subconjunctival tissue and not fix- 
e.d to,the sclera. Episcleral veins were not congestea 
The swelling was not transilluininant, either by trans¬ 
conjunctival or trans-scleral method, and was found to 
be a subconjunctival absce.ss. 

Afanopement—The abscess was Incised, and a thin 
long, live, actively motile worm {Fig. 1) wriggled out 



Fig. 1—Showing the Extracted Worm 

of the lesion along with the pus. The abscess was 
drained and the conjunctival sac was irrigated with 
sterile boric lotion. Oxytetracycline hydrochloride 
1 per cent ointment was applied. A pad and bandage 
was put. 

BKvestigatiOfl*—Bepeated night iniAus for 9 


conaecatlve days after the operatltm were negattve 
for microfilaria. Blood picture was normal except for 
eosinophilia of, 14 per cent. 

Foliow-up—The patient was given a full course of 
dlethylcarbamazinc citrate 100 mg. on first day, 
100 mg. 12 hourly on 2nd day and thereafte.r 100 mg. 

8 hourly for 19 days. The signs and symptoms com¬ 
pletely disappeared and the eye became normal. In this 
case also, there was only a single worm present. 

DISCUSSION 

The infection with D. conjunctivae is a rarity, and 
the first report from Kerala (India), was from 
Chirayinkil by Joseph et ol. (loc. cit.), same place 
wherefrom the present case is being reported, This 
naturally is of much epidemiological imporlance and 
a full fledged local survey should be done 

Considering the fact that the previously reported 
case wa.s ;ilso from the same locality, the authors 
devoted more altimtion to study the case in detail. 
The present case differed from the previous one in 
that thi.s was a subconjunctival absces.s with the usual 
complaints of pain, redne.ss, and watering. The live 
worm was removed from the subconjunctival abscess. 

The morpliological characters of the worm is iden¬ 
tical with that described by Joseph et al (loc. cit.). 
However, the present worm wa.s 14.5 cm. long. In 
both cases the worms were encountered in females. 

SUMMARY 

A case of subconjunctival abscess produced by 
D. conjunctivae, seen in the Ophthalmic Hospital 
Trivandrum, has been reported. The patient was an 
18-year-old female from Chirayinkil. ^ 
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Diabetes Mellitus in Pregnancy 

The real problem of diabetes mellitus in preg¬ 
nancy today is the high perinatal mortality. The 
advent of the insulin era has not only added 
years to the life of diabetic, mol hers but along 
with antibiotics, selective early termination and 
belter surgical techniques has also produced a 
dramatic improvement in the maternal mortality 
rate. But. it must be borne in mind that overt 
diabetics still eonslitutc a high risk group 
because they have a major medical disea.se and 
an Ticreased likelihood of having a ma jor opera¬ 
tive delivery. Ilo^^ever, tlx; tiguri'S of perin.dal 
mortality continue to harass the obslelrician.s* 
mind. The mati rnal mortality may still ri^e, if 
While’s' c!a.‘'^'irn‘alion i.s not taken into account 
and if terminalion of pregnancy is nol done 
early in (srouj) E, F and R cases of While'. 
This el.!.“^sincatioii of While' is probably in con¬ 
formity with Ihc present classification of juve¬ 
nile onset of diabetes mellitus and malurity on¬ 
set of diabetes mellilus (modiried as type I and 
type II). II is noleworlhy that materhal mor¬ 
tality is not high, except in the so-called 
“ncglectois” of Pederson’s series’. One cannot 
provide the same assurance for perinatal mor¬ 
tality. The causes for perinatal mortality, as for 
instance, pre-cclamplic loxaemia, hydramnios, 
congenital anomalies, sudden maternal hypiT- 
glycacmiu or hypoglycaemin with ketosis may 
precijiitate perinatal loss in overt diabetics of 
the neglector group or with failure lo detect 
gestational diabetes or even in chemical diabetes. 
Hence, the necessity of diagnosing not only the 
overt diabetics but patients in the prediabetic 
state as well. The diabetogenecity of pregnancy 
is universally accepted and is attributed to the 
presence of circulating insulin antagonists like 
synalbumin', growth hormone*, oestrogen*, pro- 
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gesterone*. adrenocortical steroids' and cortisol*. 
The chorionic somatomammotropin or human 
placenta] lactogen* have been e.spccially incri¬ 
minated. The recent study'® at the Postgraduate 
Institute, Calcutta aims at predicting the cate¬ 
gory in which a mother with a diabetic pre¬ 
disposition belongs and prognosticates the out¬ 
come of her pregnancy. The study aims at 
diagnosis of the entire jirofile of diabetes melli¬ 
tus complicating pregnancy particularly in its 
early phases, namely, gestational diabetes 
mellitus. latent or chemical diabetes mellitus 
and brings out in bold relief the existence of 
carbohydrate intolerance in pregnancy. The oral 
glucose tolerance lesl" '\ the intravenous glucose 
tolerance lest'*, the intravenous lolhiilainide res¬ 
ponse test'', the intravenous insulin sensitivity 
test'" .‘iiul Ihc cortisone load test'® are all ac.eepted 
diagnostic [irocedures which help lo categorise 
Ihe patient with a diabetogenic, potential on the 
basis of the underlying aberration. 

However, Ihe recent emphasis on the insulin 
like suh.stances e.g., synalhmnin in the blood of 
genetic .su.'^iiect.s, detection ol IIL-AK and W-15 
histocompatibility antigens, abnormal levels of 
dehydro-aseorhic acid and car lobe studies to 
dernonstrale micro angiopathic lesions are all 
non-glucose markers for llie early detection of 
diabetes mellitus. TJiese tests, it is suggested, act 
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as pointers to prediabetic state even before the 
insulin sensitivity test detects evidence of 
insulin antagonism. These tests, if performed in 
conjimction, help to evaluate the carbohydrate 
Status at an earlier date and the earlier the 
detection better the management of the case, and 
consequently lower the perinatal loss. It is 
suggested that in the light of this information, 
the prognoslically bad signs of pregnancy 
(PliSPl of Pederson* may further help to discri¬ 
minate ami help to take action before it is too 
late for perinatal salvage. 

The recent follow up studies of Gun et a/.*®, 
published elsewhere in this issue, on the inci¬ 
dence, diagnosis and management of these 
cases, all stress the n<*ed for early diagnosis of 
gestational diabetes mellitus .and their follow-up 
studies. The study of Majiimdar el of.'® shows a 
flgu’'e of 17.b1 per cent of gestational diabetes 
mellitus in patients with diabetogenic potentials 
which is similar to the figures of Purt and 
Leake®' f.'i.'i per centl. Tt wps seen in the study 
that in these gestational vliahelics. the glucose 
intolerance was initiated bv insulin antagonism 
and if of n nmjor degree, left its mark on the 
islet Secretory' capacilv, so that the insulin 
antagonism was nerpetuated hv islet inadequacy. 
Thus, the neces.sity of long term follow-up and 
vigilance. 

The m.'magcment of the pregnant diabetic is 
still by insulin, mostly soluble, although some 
prefer long acting insulin with soluble insulin in 
cases. wdiere high dose regimens are necessary. 
Bid nothing is belter than control of the 
diabetic slate by proper distribution of the 
diffecenl facets of diet. While chalking out a 
balanced diet eliart, the factor of lowered renal 
threshold should be kept in mind and in later 
months, a proper adjustment by an extra 
dietary allowance of carbohydrate is necessary. 

The termination of pregnancy in the early 
months is indicated in E, F and R group of 
White' and e.specially where the ophthalmoscopy 
findings .suggest venous kinking. The neglectors 
of Pederson* are also heller terminated in the 
early months. 

The traditional time to deliver a diabetic is 
derived from evidence of on increasing risk of 
intra-uterino death beyond the 36th gestational 
week. Termination by caesarean serlion is the 
general practice. e,xcept in some miiltigravidae 
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where obstetric factors do not counter it. The 
continuation of pregnancy up to term witli bio¬ 
chemical control of diabetes niellitus and also 
backed by placental function tests**’** and the 
maturity tests like lecithin : sphingomyelin 
ratio*® may have its supporters but the mniority 
still prefers early interference. Pederson’s* bad 
prognostic signs may compel termination as 
early as 34lh week and ultimate salvage in 
these cases will depend on the uv.'iilabie paedia¬ 
tric care. The problem of maerosomia is not so 
pressing now due to better biochenucal control 
of diabetes mellitus as also is the raritv of the 
characteristic cherubic appearance of the baby. 
However, the well known causes of maerosomia 
are still being debated and entry of svualhumin 
or insulin is said to he the cause. The latter is 
supported hv the finding of elevaled levels of 
immunoreactive insulin (IRl). Respiralorv dis¬ 
tress svmlromc. livjioglvcacmia and res]>iralory 
acidosis are all altrihuted to he causes of neo¬ 
natal niorlahtv and they should be proi>erly 
managed. The role of ante partum and jiost 
pavtuni corticosieroid thcreju' in the nrovention 
of reS]»iratory distress syndrome is more or less 
estal)lished. 

.\s oral contraceptives lower the glucose 
tolerance,, they are contra-indicated in all 
pafienl.s with proven or suspect carbohydrate 
intolerance- 

The pathology of the diabetic process in the 
plar'cnia has been extensively studied and 
diahehV vascular changes fmicro-angioi>nthyl in 
the placenta, thrombosis of the chorionic veins 
and excessive deposition of glycogen in the 
placeiila has been demonsirated. Burstein et 
observed end arteritis in the placental arteries 
with deposition of mneopolysaecharide. The 
Syncytial buds and stroma show arborisation of 
PAS-positive fibrils. There was a po.sitive correr 
lation of thc.se findings with foetal loss. 

However, all said and done, our answer to the 
problem of perinatal mortality is early diagnosis 
and this will definitely be useful in giving pro¬ 
per obstetric counselling to patients with 
diabetogenic potentials. 
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CURRENT TOPIC 


l . 

Is Radioactive Iodine,-Uptake Test 
Obsolete ? 

K. P. POUL<.)SE* 

In the early nuclear medicine era, radioactive iodine 
('*‘1) was the most popular radionuclide. Hertz ct al, 
(1938) demonstrated the avidity of rabbit’s thyroid to 
iodides. Hamilton and Soley (1939) performed the first 
human thyroid uptake test. Since then, the radioactive 
iodine uptake (RAIU) .study is widely used to assess 
the functional status of the thyroid gland and is al¬ 
most a routine procedure now along with the thyroid 
scan. 

RADlOACriVt; lOllhNE I'l'l'AKE (HAIL): 

* 

Experience gathered from studies in thousands of 
palienlr brought, to light u multitude of factors in- 
llucncing the IIAIU, including various drugs and 
disease states. The most common factors influencing 
RAIU are enumciated a.s follows; 

Factors increasing RAIU are; Thyrotoxicosis; defi¬ 
ciency goitre . intrathyroidal biocliemicai disturbances ; 
recently discontinued anlitnyroid drugs; after TlsH 
administration and drugs like lithium, elipten. 

Factors decreasing RAIU are; Hypothyroidism; 
thyroiditis acute, subacute or chronic lymphocytic; 
after iodides, thyroid extracts, sulphonyl ureas, PAS, 
anti-coagulants, ACTH, salicylates, mercurials, anti¬ 
thyroid drugs, butazolidine, sulphonamides, cough 
mixtures containing iodides, antidiarrhoeal agents con¬ 
taining iodohydroxyquipolino.s; after contrast studies 
with radio-opaque dyes; and extensive carcinoma 
thyroid. 

Qe.sides the disadvantages of various interfering 
factors, the patient has to come three times to the 
nuclear medicine laboratory (one for ‘”1 administra¬ 
tion, second visit for 2-hour uptake and the third for 
24-hour uptake) for RAIU; the test cannot be done in 
pregnant women or in patients who have had iodinat- 
ed contrast studies which influence RAIU up to 2-6 
months. Even, carcinoma of the thyroid is reported 
after diagnostic uptake (Pilch et al„ 1973). How¬ 
ever, there are many reports establishing the fact that 
there is no relationship between '*'1 and the inci¬ 
dence of cancer or leukaemia in children or adult 
even after therapy with *’'1 for hyperthyroidism 
(Hayek et al., 1970)., The normal range of RAIU 
values have come down considerably In many labora¬ 
tories and this is believed to be due to increased 
iodine content in the baked bread (Pittman et al.. 
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1066; Sachs et at, 1972; ilamburger, 1975). Gftb 
should also be cautious to interpret the low RAIU 
values since many patients may not provide any his¬ 
tory of ingestion of drugs unless specific inquiry Is 
made. Similarly, in areas where iodine deficiency 
goitre is prevalent, a high RAIU should not be taken 
as indicative of thyrotoxicosis. One must repeat RAIU 
after tri-iodothyroriine or thyroxine suppression to 
confirm the diagnosis; the thyroid is suppressible in 
deficiency goitre and not in Grave's disease (Poulose 
and Padmanabhan, 1972). 

COMPETITIVE PROTEIN BINDING AS-SAY (CPU) AND HADIO- 
IMMUNOAS.SAY (KIA); 

With the advant of more sensitive and specific 
laboratory procedures like competitive protein bind¬ 
ing assay (CPB) or radioimmunoassays (RIA) which 
detect various protein and non-protein hormones in 
the blood to the pieogram level, the need for RAIU 
to assess the thyroid function has left the forefront 
to the backstage. Procedures are now in vogue that 
determine the serum concentiation of thyroxine 
(T-4), tri-iodothyronine (T-3), thyroid binding globu¬ 
lin (TBG) and TSH, which are more helpful than the 
RAIU. Compared to the RAIU, these in vitro CPB or 
RIA procedures are simple and specific. No internal 
administration of radionuclides are necessary, thus 
avoiding radiation exposure to the patients. However, 
as in RAIU, there are many factors which influence 
the T-4 or T-3 values by CPB or RIA (Poulo.si', 1973a). 

An impartial perusal of the two different proce¬ 
dures (RAIU 0.1 RIA or CPB) will reveal that both 
of these tests are complementary and not competitive. 
These tests assess different parameters of thyroid 
function. RAIU reveals the avidity of thyroid to 
iodine and thus, indirectly, determines the functional 
status, but docs not give any information about hor- 
monogcncsis, while T-4 and T-3 give information 
about the serum hormone concentration which in¬ 
directly denotes the level of hormone production. 

Despite these disadvantages of RAIU, there are 
certain situations enumerated below where RAIU 
gives v(>ry valuable information towards arriving at a 
definite diagnosis. 

SPECIFIC INDICATIONS OF RAID: 

1 , Svbacute or occult thyroiditis (SAT)—Patients 
with thyroiditis often present with mild or moderate 
neck pain, firm, diffuse or unilateral enlargement of 
the thyroid and in occult Cases there may not be any 
clinical signs of inflammation. Often, these patients 
have a high T-4 and high free thyroxine index, thus 
mimicking early thyrotoxicosis. The most helpful test 
in these instances to diagnose SAT i.s RAIU. The 
RAIU in the active phase of the disease will always 
be low because, of the inflammatory reaction of the 
thyroid tissue and also due to the effect of dimlni.shed 
TSH secondary to the discharge of more thyroid hor- 
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manes into the circulation. The response of RAIU 
aitec TSH stimulation is nesUeible; however, this 
depends upon whether the entire gland is involved or 
not in the inflammatory process. 

2. C/ironic lymphocytic thyroiditis (Hashimata's 
disease) with toxic mamjesiaaons —Patients with 
Hashimoto's disease can occasionally present with 
thyrotoxic symptoms, but this docs not always signify 
supervention of Graves’ disease (Hashitoxicosisi. There 
is so much overlapping of clinical, laboratory and his¬ 
tological features in the two entities namely, 
Hashimotu's disease and Hashitoxicosis, making clini- 
■ al distinction diiflcull. In these circumstances, the 
KAIU classically ditfercntiates patients with associat- 
id Graves’ disease from those without but have^ti'an- 
sient symptoms of thyrotoxicosis. In the former, the 
KAIU Will be high while KAIU is low in the latter. 
Patients with Hashitoxicosis definitely require pro¬ 
longed antithyroid treatment while tho.se with low 
KAIU do not require any treatment and the thyro¬ 
toxic sympioms subside sporitancously (Gluck e( al., 
1875). 

3. Factitious hyperthyroidism —There are several 
instances where medical personnel, like nurses, nurs¬ 
ing aides, etc., who have easy access to thyroid medi¬ 
cations malinger for unknown reasons by taking large 
doses of tliyroid tablets daily. They manifest symp¬ 
toms of iiyperthyroidism such as palpitation, tachy¬ 
cardia, sweating and tremor. Although these patients 
do not have an enlarged thyroid or eye signs, scrum 
estimation of hormones will reveal iiigh T-4 or T-3 
or both depending on tlie specillc medication the 
patient is, taking. In these patients the pre.sence of a 
very low RAIU will clinch the diagnosis. In genuine 
hyperthyroidism, the RAIU is always high and will 
not be influenced by any exogenous medication, since 
the gland is auloriomou.s. The only differential dia¬ 
gnosis is SAT in which case the patients (T-4 or T-3 
may be high) may present with neck pain, thyroid 
enlargement, low grade fever and raised £SR. 


4. Calculating the therapeutic dose oj '*'1 for 
hj/perthproidism—Conventionally, physicians follow 
some guidelines to oalculate the *'*1 dose in treating 
hyperthyiy.jduan, viz., the size of the gland and 24- 
hour uptake. It IS estimaled that 150 jiCi of '*'1 ^r g. 
of thyroid gland will give approximately a radiation 
dose of 7000R which Is sufficient enough to arrest 
hyperfunction of the thyroid folIicle.s. In order to have 
a concentration of 150 jxCi/g. of thyroid gland, one 
should know the 24-houi' uptake to calculate the 
amount of '”I to be administered orally. The formula 
followed is: 


wt in g, X 150 X 100 


mCi of “'I 


24-hour uptake X 1000 

However, there are many physicians who give an 
arbitrarily low "'I therapy dose to avoid subsequent 
hypathyroidtsm (Poulose, 1973b), 


5. Dyahormonogenetis due to intrathyroidal emyma 
deficiencies—This disorder is congenital and the 
patients may present with a larger goitre and symp¬ 
toms of hypothyroidism. Because of the enzyme defi¬ 
ciencies, organification is impaired, resulting in 
decreased synthesis of thyroid hormones. Organifica¬ 
tion includes the combination of iodine trapped by 
the thyroid gland with tyrosine components of thyro- 
globulin to form mono-iodotyrosines (MIT) and di- 
iodotyrosines (DIT). Depending on the stage where or¬ 
ganification Ls affected, large amounts of mono- or di- 
lodotyrosincs are present in blood. These patients will 
usually have a high KAIU. A perchlorate discharge 
test will conflrm the diagnosis of dyshormonugcnesla 
(Werner and Ingbar, 1971). Perchlorate discharge test 
is employed to find out whether complete hoimono- 
genesis has occurred in the thyroid gland. Perchlorate 
ion inhibits the uptake of iodide by the thyroid and 
discharges thyroidal iodide which has been taken up 
but not organically bound (Werner and Ingbar, loc, 
cit.). One other condition which conies in the differen¬ 
tial diagnosis is Hashimotu’s disease, whore perchlo¬ 
rate discharge test is positive m about 50 per cent of 
patients. But in patients with Hashunolo’s disease and 
hypothyroidism, RAIU will always be low. 

6 . Suppression test—Werner's suppression test 
(Werner ajiu Spooner, 1955j is to evaluate whether the 
thyroid giiiiui is autonomous or under the influence 
of TSIl. The value of Werner’s suppression uptake 
test which involves baseline RAIU and repeat RAIU 
after a one week course of T-3 in establishing the 
diagnosis of euthyroid Graves' disca.se, is universally 
known. Although, theoretically, T-.4 values before and 
after T-3 administration should give the same infor¬ 
mation as RAIU, in practical experience it is not so. 
In a study of 20 patients, suspected to have euthyroid 
Graves' disease who had both RAIU tests and T-4 
estimation (KIA), it was found in the study that even 
in patients who showed a 50 per cent suppression In 
the thyroid uptake after T-3, the reduction in T-4 
concentration was not consistent. Moreover, there was 
never an instance of 50 per cent reduction in T-4 
values as in the case of iodine uptake study. This 
discrepancy could be easily explained because the 
T-4 half life In plasma is about 7 days. 

CONCLUSION 

At present in India, there are only a few labora¬ 
tories undertaking the RIA or CPB procedure, which, 
it is hopi’d, will soon be followed nationwide. In these 
circumstances, RAIU is the only procedure besides 
the thyroid scan available to the vast majority of 
physicians to corroborate their clinical diagnosis of 
various thyroid disorders. Whatever may be the ad¬ 
vantages of the currently available laboratory pro¬ 
cedures, clinical impression Is the most important 
criterion in the diagnosis and management of patients 
with thyroid dlseasea, 
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NOTES AND NEWS 


Druejs Bulletin 

The Dc'p.arlmonl of Pharma<’olony of the Po.stgra- 
dunte Tn.atitule of Medical Eduealion and Research, 
rhandinarh, is br!n,"inf' out in collaboration with 
other departments of ih-a institute .and the Mini.'try 
of Health and Family AVelfare a quarterly journal 
styled as 'Drugs Bulletin’. The journal pubhshe.s arli- 
clp.s on current therapy and also information on 
generic names, br.md names and prices of drugs 
available in India. Tho.se interested may contact 
Dr. V. S. Mathur, Editor, 'Drugs Bulletin’, Depart¬ 
ment of Pharmacy, P.G.LM.E.R., Chandigarh. 

Schroff Memorial Award, 1878 
The SchrofI Memorial Award in.stituted by the 
Indian Hospital Pharmacists Association, New I^lhi, 
has been conferred on Smt. N. S. Gayatondc, Superin¬ 
tendent of Pharmacy and Central Sterile Supply 
Dep-irtment, Jasloke Hospital, Bombay, for her out¬ 
standing contributions in the field of hospital pharmacy. 

Advanced Course In Larynqeal Dlsorder.s 
An advanced course in Laryngeal Disorders is being 
organised by the Association of Otolaryngologi.sts of 
India, Wc.st Bengal State Branch, on November 5-11, 
3978 at Chittaranjan Cancer Hospital, Calcutta. 
Applications from candidates should reach b>- Octo¬ 
ber 8, 1978. Detailed information about the Course 
may be had from one of the following: Dr. N. R. 
Sarkar, Convener, 3-A, Elgin Road, Calcutta-20 or 
Dr. L. M. Ghosh, Hony. Seerpatry, Association of 


Otolaryngologists of India, West Bengal State 
Branch, 304/1. Sarat Chatterjee Road, Howrah. 
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The Editor is not responsible for the views 
expressed by correspondents 

Enteric Carrier 

SIR,—Typhoid fever is a specific infection of the 
small intestine producing inflammatory change in the 
lymphoid tissue of the bowel. It is significant that dur¬ 
ing the 1st week, tin; organisms are excreted through 
the liver and biliary pas.sagi’s and enter the small intes¬ 
tine in large numbers in the bile It is well-known 
that the gall bladder is invaiaably infected during 
the early pha.so and later may be the nidus of bac¬ 
terial growth, with or without di.stinct inflammatory 
changes, and i.s ro.sponsible for the carrier state of 
the disease. 

Autop.sy cultures from the gall bladder bile from 
patients dying of typhoid during the later .stages of 
the- disea.se have not always yielded positive growth 
of the enteric orgaiiism.s, while motion cultures have 
been po.sit!ve In one in.stanee, the motion culture 
remained po.sitive for months together in a patient 
who had cholecy.-.teitomy done before the attack of 
typhoid fever. 

This make.K us believe that tlie gall bladder need 
not be the site for the organism.^ to produce a 
carrier .state. It i.s evident that the organisms 
remain in the partnchymalou.s cells of the liver of 
the carrier for (1) the portal of entry for the bacilli 
are from the sinu.soid.s through the liver parenchyma 
into the biliary ductules; (2) the .sinusoids will re¬ 
main infected as long as there is baeteracmia; and 
(.3) the gall bladder can get infected through the 
infected bile as well as by direct arterial infection of 
its wall and arterial infections can give rise to 
cholecystitis 

V/ith these surmises in mind, a pilot study was 
conducted. Liver biopsies from proven cases of 
enteric fever were studied. Sections were slained by 
H. and E. and also by Twort’s modification of Gram’s 
method. A control for the staining methods was done 
by processing non-enteric liver tissues .after injec¬ 
tion of one piece with an emulsion containing both 
Gram-positive and Gram-negative organisms and 
another with Gram-negative bacilli only. In the 
sections of the enteric liver Gram-negative bacilli in 
the parenchymatous cells were found. 

Only 4 cases were studied. Autopsies have to be 
reviewed and statistical surveys should be conducted. 

I am, etc., 

(Mrs.) V. C. ANGULI, 8 Sc MD.. 
Postgraduate Institute c.Pnih (Lond.), F A.Sc.. 

of Basic Medical Sciences, Reader and Head of the 
Taramani, Madras. Department of Patho.'ogy, 
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REVIEWS 


Emergency Medical Practice— By Byomkesh Bhatta- 
charjec, J977, Manisha Publishers, P-29, C. I.T. 
Road, Calcutta 700 014, 25 cm. X 16 cm., pp. 16 + 
288 + 6, Rs. 36.00. 

A sound basi.s for treatment and a guide to 
prognosis can be provided only if the correct diagnosis 
is established. This book stresses on how a prompt 
tentaitivc? diagnosis ba.sed on a quick clinical evalua¬ 
tion and a few selecled investigations can be made to 
allow immediatt: introduction of various life-saving 
measure.s. In this respect, thi.s book is an honest effort 
and will remain a handy .synopsis to all in the pro¬ 
per management of emergencies. 

I would .say that medical studtmts, general practi¬ 
tioners as well as physicians will obtain from it both 
benefit and enjoyment. 

DULAL CHANDRA ROY CHOUDHUKY 

Today’s Treatment; 2, Articles publi.shrd in the 
Briti.sh Medical Journal. Ed., Lock, S., 1977, British 
Medical Association, Ijondon, 22 cm. X l4.5 cm., 
pp. 10 221, £ 4.00. 

This second volume of the scries, a collection of 
articles published in Briti.sh Medical .Journal in 1976 
and 1977, is concerned with three major areas; 
Endocrine and metabolic diaea.ses, diseases of the 
cardiovascular system and diseases of the alimen¬ 
tary system, discussed under 27 topics. They cover a 
wide ground including useful chapters on 'Absorption, 
distribution and metabolism of drugs,’ 'Gastro¬ 
intestinal reactions to drug.s’, 'Drug jaundice’ and 
similar general considerations. The chapter on 'View 
from General Practice' should prove interesting and 
Instructive to the ilk and induce some to record their 
own Ideas. The approach to treatment Is physiologi¬ 
cal and rational, tailored to the needs and limitations 
of the general practitioner with bolanced blending 
of current thoughts and promising developments 
likely to confront the general practitioner In future. 

The writing is ^pie and precise, clear and con¬ 
cise. In short, to the general practitioner the book 
will provide information and assurance; to the 
experts, instances of serendipidity. And no book Is 
free from lacunae but on the whole, It is safer to 
praise than to blame. 

B, BHATTACHAR-IEE 

Handbook of Teratology. Volume I, General Prin¬ 
ciples and Etiology—Edited by James G. Wilson and 
F. Clarke Fra.ser, 1977, PIc'num Press, New York 
and London, 25.3 cm. X 16.5 cm. pp. xi + 476, $ 45. 

A number of contributors—all reputed workers In 
their own specialities have joined their efforts in the 
compilation of this volume. In this volume which is 
the first of 4 volumes, the editors have restricted 


themselves to general principles and aetiology. 

Teratology, which deals with the study of "abnof-* 
mal development" is a fa,scinating subject. It has a 
long historical background starting from ancient 
times and tins has been exhaustively dealt with in 
the first section. There is a number of interesting 
illustrations. The sei ond section deals with the causes 
of maldevelopmcnt and the authors have probed all 
possible aeliologic agents-genctic and environmental. 
It js expeclcd that the.se oteervations would b»‘ fur¬ 
ther .sub.wtantiaied in subsequent volumes in which 
they propo.se to present the pnthogenesi.s, research 
procedures, data analysis, etc. The complete works 
may then well be one of the In-t treali.se on the .sub- 
K'ct. The n-ferences arc exhau.^tive. The pre.sent.ation 
IS superb. Tiu. book Ls .strongly recomim-nded to 
postgraduate .students, rc.search workers and gene¬ 
ticists. 

SUNIL GUPTA 

Boofes Received for Review 

(Up to 31.St December 19V7) 

Non-Invasive Mechanical Methods In Cardiology and 
Cardiova.scular Dynamic.s (nibhotheca Cardiologica 
35); Proc. 4th World Congres.s of Ballistocardio- 
grai^hy and Cardiovascular Dynamics, Amsterdam 

1975. Ed.. W.J.A. Goclhard, 1976, S. Karger Basel’ 
PP XX -f 271, S. Fr./DM. 142, US .■? .' 51.75 

I.A. R.c. Monographs on (he Evaluation of Carcino¬ 
genic Rl.sk of Chemicals to Man. Vol. 10, Some 
naturally o.curririg substances, 1975, pp. 353 , 
S.Fr 3(1; Vol. 11, Cadmium, Nickel, some epoxide 
miscellaneous industrial chemicals and general con¬ 
siderations on volatile aesthetics, 1976, pp. 306 , 
S-Fr. 34, Intornatinnal Agency for Research on 
Cancer, Lyon. 

Drug-Induced Nutritional Deficiencies— Daphne A. 

Roe, 1970, AVI, Westport, pp. xi - 1 - 272. 

Problems of ChUdhood, Articles Published In the 
British Medical Journal, 1876, British Medical Asso¬ 
ciation, London, pp, 148, £ 2.50, $ 6.25. 

Plague Manual —M. Bahmanyar and D. C. Cavanaugh, 

1976, WHO, Geneva, pp. 76, S.Fr. 20. 

Dulletln of the World Health Organisation, Vol, 53, 

No. 5-U, pp. 485-645, 1976, S. Fr. 18, US $ 7.20. 

Conference on Intoxication due to Alkylmercnry- 
treated Seed, Baghdad, 9-l3 September 1974 (Supple¬ 
ment to the Bulletin of the World Health Organiza¬ 
tion, Vol. 53) 1976, WHO, Geneva, pp. 138, S.Fr. 18. 

World Directory of School for Medical Assistants 
1873, V/HO, Geneva, 1976, pp. HI, S.Fr. 24. 

Radiation Protection for Medical and Allied Health 
Personnel, (NCRP Report No. 48), 1976, National 
Council on Radiation Protection and Measurement, 
USA, Washington, pp. 72, 
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Microbiological Aspects of Food Hygiene (WHO 
Techn. Rep. Ser. No. 598, 1976). Report of a WHO 
Expert Committee with the participation of FAO 
and WHO, WHO, Geneva, pp. 103, S. Fr. 9, US $ 3.60. 

Pesticide Residues In Food (WHO Techn. Rep. Ser. 
No. 592. 1976), Report of 1975 .Tt. FAO-WHO meet¬ 
ing, WHO, Genova, pp. 45, S. Fr. 6. 

Methodology of Nutritional Surveillance (WHO Techn. 
Rep. Ser,, No. 593, 1976), Report of a Ji FAO/ 
UNICEF/W'HO Export Committee, WHO, Geneva, 
pp. 66. S. Fr. 7. 

immunological Adjuvants (WHO Techn. Rep. Ser., 
No 595, 197(1). Report of WHO Scientific Group, 
WHO, Geneva, pp. 40, S. Fr. 6. 

Application of Sy.stcms Analysis to Health Administra¬ 
tion (WHO Techn. Rep. Ser., No. 596, 1976). Report of 
an Expert Committee, WHO, Geneva, pp. 69, S. Fr. 7. 

Epidemiology of Onchocerciasis (W'HO Techn. Rep. 
So-. No. .'i«7, 1976) Report of a WHO Export Com¬ 
mittee, WHO, Geneva, pp. 94, S. Fr. 8. 

Ev luation of Certain Food Additives (WHO Techn. 
Rep. Ser., No. 599, 1976), 20lh Report of ,Tt FAO/ 
WHO Committee, WHO, Genova, pp. 32, S. Fr. 6. 

World Review of Nutrition and Dlctltlcs, Vol. 25— 
Ed., O. H. Bourne, 1976, S. Karger, Basel, pp. X -t- 
29r.,S Fr./DM 172, US ,$66.25. 

Hypertension and Stroke Control In the Community 
(Proc. WHO M(‘eting held in Tokyo 11-13 March 
]974>, Eds., ,S. Halano, I. Shigemntsu and T. Stra.s.scr, 
1976, WTTO, Genova, pp 364, S. Fr. 30, 

International Nonproprlotory Names (INN) for Phar¬ 
maceutical Substances (Cumuhative List No. 4), 1976, 
WHO, Gon“va, pp, XV + 3)4, S. Fr. 48. 

The Neutrophil — Patrick Murphy, 1976, Plenum, New 
York and London, pp. 217, $ 21..54, 

Food, Man and Society—Eds., D. N. Walcher, N. 

' Kretchmer and H. L. Barnott, 1976, Plenum, Now 
York and Lemdon, pp. XV 4- 288, $ 27.00. 

Coping with Physical Illness (Current Topics in 
Mental Health)—Rudolf H. Moos, 1976, Plenum, New 
York and London, pp. XII -1- 440, $ 30.00. 

Bradbook of Tropical Gastromterology —b. J. Vakil, 
2nd ed., 1076, Unichsm, Bombay, pp. XV -f 477, 
Rs. 17.00. 

All About Dental Care —M. K. James, 1977, Vikas, 
New Delhi, pp. VI + 121, Rs. 5.00. 

Smallpox : Cholera (Trans, from the Romanian)— 
Vasile Tudor and Joan Starti, 1977, Abacus Press, 
Kent, pp. 313, £ 13.95. 

Environmental Pollution and Carcinogenic Risks 
(Proc. of a Symposium by I ARC. Lyon 1975 )—Eds., 
C. Rosenfeld and W. Davis. 1976, lARC, Lyon, 
pp. 545, S.Fr. 50. US $ 20.00. 

Environmental N-Nltroso Compounds — Analysis and 
Formation (Proc. 4th Working Conference Tallinn, 
1975, SSR)-Eds., E. A. Walker. P. Bogouski and L. 
Grlcute, 1976. lARC, Lyon, pp. 512, S Fr. 110, 
US $ 45.00. 


WHO Expat Committee on Biological Standardixatioa, 

Twentyseven Report (WHO Techn. Rep. Ser. No. 
594, 1976), WHO, Geneva, pp. 86, S.Fr. 8. 

An Environmental Sanitation Plan for the Medi¬ 
terranean Seaboard: Pollution and Human Health 
(Public Health Paper No. 62)—J. Brisou, 1976, WHO, 
Geneva, pp. 96, S. Fr. 10. 

The Annual Digest of World Medicine 1977— 
Ed., , 1 . R. Goyal 1977, Indian Heritage, Delhi, 
pp. 102, Rs. 25.00. 

New Trends and Approaches In the Delivery ot 
Maternal and Child Care In Health Services (WHO 
Techn. Rep. Ser. No. GOO, 1976), 6th Report of WHO 
Expert Committee, pp 98, S. Fr. 12, US $ 4.80. 

International ClussiJlcution of Diseases for Oncology 
(ICD-0)— WHO, Geneva, 1976, pp. 131, S.Fr. 20. 

Progress In Reproductive Biology, Vol, 2, Clinical Re¬ 
productive Neuroendocrinology (Proc. 6th Inter¬ 
national Seminar on Reproductive Physiology and 
Sexual Endocrinology. Brussels, May/Junc 1976)— 
Ser. Eds., P O Hubinout, M. L’Hermile and C. Robyn, 
1977, S. Karger, Basel, pp. XII H- 288, S. Fr./DM 116, 
US S 44.75 

Pigment Cell, Vol. 2 (Melanomas: Basic Properties 
and riinical Behavior—Part I), 1976, pp. XX -1- 456, 
S. Fr./DM 153. US $ 59.00; Vol. 3 (Unique Pro¬ 
perties on Melanocytes -Part II), 1976, pp. XVI + 
430, S.Fr./DM 153, US $ 59.00 (Proc. 9th Inter¬ 
national Pigment Cell Conference, Houston, Texas, 
•January, 1975), Ser. and Vol. Ed., V. Risley, 
S. Karger, Basel. 

Advances In Ophthalmology, Vol. 34. Ser. Eds., M. J. 
Ropper Hall, H. Saulher and E. B. Streiff, 1977, 

R. Karger, Basel, pp. VllI -h 226, S. Fr./DM 129, 
US $ 49 75. 

World Review of Nutrition and Dietetics, Vol. 26, 
Human and Velerniary Nutrition, Ser. and Vol. Ed., 
G. H. Bourne, 1977, S. Karger, Basel, pp. XII ■+• 
276, S. Fr./DM 166, US $ 64. 

Pain Mechanisms : A Physiologic Interpretation of 
Causalgia and Its Related States— K. K. Livingstone, 
1076, Plenum, New York and London, pp. XXIII + 
253, $ 17.94. 

Thome’s Better Medical Writing —Stephen Lock, 2nd 
ed., 1977, Pitman, Kent, pp. X -1- 118, £ 3.95. 

Biological Substances, International Standards and 
Reference Preparations, 1977, WHO, Geneva, pp. 72, 

S. Fr. 12, US $ 4.80. 

Social and Health Aspects of Sexually Transmitted 
Diseases: Principles of Control Measures (Public 
Health Paper No. 65) 1976, WHO, Geneva, pp. 56, 
S.Fr. 8, US $ 3.20. 

Health Aspects of Human Settlements —Ed., A E. 
Martin, 1977, WHO, Geneva, pp. 57, S.Fr. 8, 
US $ 3.20. 

Engineering Aspects of Vector Control Operation 
(WHO Techn., Rep. Ser. No. 603, 1977), WHO, 
Geneva, pp. 40, S.Fr. 8. 
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Guide to the Collection and Transport of Vlrological 
Specimens— C. R. Madeley, 1977, WHO, Geneva, 
pp. 40. S. Pr. 10, US $ 4.20. 

Advances In Experimental Medicine and Biology, 
Vol. 76A, Purjiu- Metabolism in Man (Part II) 
Regulation of Patinvays and Enzyme Defects, 
pp. XXII 4 641, .$ 59.40; Vol. 76B, Purine Meta¬ 
bolism in Man (Part II), Physiology, Pharmacology 
and cliJiical A.spects, pp XXII -t- 37.3, $ 42.00. 

Proc. of the 2nd Symposium, Baden, Austria, 1976, 
Eds., Mathuas M. Miller, Ench Kaiser and Edwin 
Scegmillu, 1977, Plenum, New York and London. 

International Histological Classlftcallou of Tumours, 
(Histological Typing of Intestinal Tumour.s, No. 15) 
—B. C. Morson, 1. H. Sobm and Pathologists in 17 
countries, 1976, WHO, Genova, pp. 69, S. Fr. 80, 
US $ 320. 

Challenges and Kespon.ses : Health in South Ea.st Asia 
Region—V T Heart Gunuratne, 1977, Tata 
McGraw-Hill, New Delhi, pp XII t 246 i 12. 
Rs. 8100 

Physical Education —p K. t'howdhury and K. Hhatla- 
charya. 1977, .1 It. S; Co , ^^■llcuUa, pp. 11-i-11), Its. 10. 

Cardiology for Family Physician (Published on tlic 
occasion of the .'lOtli Guiarat Stab- Mi'dical Coii- 
ferericc at Uiijha (N.G.), May, 1977) -Ed., Matlm- 
bhai S. Patel, pfi VI ! U.l. He 2.5.00 

Tax and Accountancy .Manual for niedicul IVIcn--- 
Y. M. Agiirwal.i and Itaninik H, I’arckh, ltl77. 
Medio,il Work.'-lio)-), noiniiay, jip. VIIl -i 279. 
its. oO.OO. 

Environmental Health Criteria, Vol. 1, Mercury, 
pp 1.31, US ,$ ,'>.60 ; Vol. 2, Polychlorinated Biphenyls 
and Terphcnyls. pp lifi, H Fr 10, US $ 4 00. .lointly 
Spon.sorcd by UN Knvinuuncnta! Programme and 
WHO. 1976, WHO, Geneva. 

Vitamin A Deliclency and Xerophthalmia (WHO 
Techn. Kep, Ser. No. 590, 1976), .It. WHO/USA ID 
.^Expert Committee, W'HO, Geneva, pp. 88, S. Fr. B, 
'us $ 3.20. 

Wholesomeness of Irradiated Food (WHO Techn. Rep. 
Ser, No. 604, 1977), .It. WHO/FAO/IAEA Expert 
Committee, WHO, Geneva, pp. 44, S. Fr. 6, US $ 2.40. 

Control of Communicable Discuses in Man : An Offi¬ 
cial Report of the American Public Health Associa¬ 
tion. 9th ed., 1900 (1962R), American Public Health 
Association, pp. 234. 

The Year In Metabolism 1975-76— Ed., Norbret 
Freinkal. 1976 Plenum, New York and London, 
pp. XXI -i- 353, S 22 50. 

Anatomy, Vol. 2—Samarendra Mitra. 1977, Acade¬ 
mic Pri'ss, Calcutta, pp. 8 4- 345, H.s. 45.00. 

Bacteriology. Virology and Immunity for Students of 
Medicine— F.S. Steward and T.S.L. Beswirk, lOilicd. 
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359, $ 39.50. 

The Prostaglandins, Vol. 3—Ed., Peter W. Ramwell, 
1977, BaiiUcre TindoHi London, XII -h 359, $39.50. 


The Primary Health Worker (Experimental ed.), 1977, 
WHO, Geneva, pp. IV -F 337, S. Fr. 20, US $ 8.00. 

Low Density Lipoprotein —Eds., Charles E. Day and 
Robert S. Levy, 1976, Plenum, Now York and 
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The Year in Endocrinology 1975-76—Ed., Sidney H. 
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Dr. Rameswar Setua 


Dr. Rameswar Setua, a former Vice-President of 
the Midnapur Branch of IM.'t, pas.scd away on 
24-6-1978 Born on 1-7-1893 Dr, Setua quaiilied as an 
L.M.P. Irotn Cuttack Medical .SiI tjoI ui lilltt. After sltv- 
ing us .a meclieai officer in several Government msti- 
tulioiis including ttie Gaya ('ciitral .laij he jijined the 
former B N Kailway.-, (now S. C. li.ulw.iy,'.) in 1922. 
On hi.': ri'iremenl from Railway scrvii-e in 1948 he 
.‘icttleil ;il Midnapur town an:l joined the S'"! Rum- 
krishna Mission Arogya Niketari. M'.dn.'ipur. He leaves 
behind his wil'i- and 4 daughters. 



DH. n. SETUA 


DR. A. PERI SHASTRY 


Dr. A. Perl Shastiy 

Dr. A. Perl Shastry, President of the Andhra 
Pradesh State Branch of IMA for 1975-76, passed 
away on 7-4-1978. Born on 3-5-1903 Dr. Peri Shastry 
qualified as an L.M S. and later as an F.C.G.P. He 
was drawn to the ideals of IMA from the very 
beginning of his professional career when he stood 
up against quackery.Loter ht' came to be actively 
associated with IMA, Kanaseemn Branch at Amala- 
puram. He was the President of the Branch from 
1968 to 1975. He was elected member of the State 
Working Committee of A. P. State Branch for 1973-74 
and Vice-President of the State Branch for 1974-75. 
He had profound interest in the promotion of medi¬ 
cal education in his State. He was a founder member 
of the Medical Education Society and Vice-President 
of the Governing Body of Rangaraya Medical College, 
Kakinada. 
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WHEW SPEED COUNTS IN CORRECTING 
THE LOW ERYTHROCYTE COUNT 


RUBRAGRAN-HP 

A HIGH POTENCY POLYHAElVfATINLC FOR 
RAPID HAEPv'iOPOIESIS 

IN rf) oivinsr nAtir.cs swch as 

; ,'.;i oi hal-v^afinics 

P”-.,’!! ‘I",' I.'. 

INAPT., ' M'C irvViOr’l-H IN'IAKF.- 

Ari'.-" I i‘ii M.’i 'iiiMi-o'i, w'la'D (,n (!'Otf as m 

OiH,' I'v, 'I.lijf.lioil'. fliSSo'^OS, TllijiMCUioSlS. 

All'’, 

Ofra’.rsISri'.P AL5SOP.P! lUlM 

Cl.tDi'ii (;• -'h'.' Sriiiit', Aciiinihydiia. Post Qiif^lfi’Clorny 
Of Gastu^ .rjnoMoniy 

C H R C) N i C H A FI Vl (') H R H A G [ 

Mfido'iliayia H-jf'dK'rriiOKls. Hofi!fvv(.>im inff'Stalion 


Each Puiiragran-HP Capsule contains ; 

Fenous uimaralc- --300 mg. 

Vitamin C-- ... 100 mg. 

Pyiidoxine -. 10 mg. 

Folic acid- 25 mg. 

Vitamin Bi.-;- 50 meg. 

DOSAGE: 

1 -2 cj!|ibules of Rubrogran-HP daily, as directed by the 
physician 

SUPPLY; 

Rubragrati-HP is supplied in bottles of 14 capsules. 


Sahabhai*" 


Ml I h jci ytw tan tfu',t 


SAi<. 4 BiiiLi Chemicals 

h^i-.ODA .ISO oor 

♦ li J'l I ' • i: -1 > • . » , 

f <'( . ■ • ..I .»• • 
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Hit ’em twice 

LEDERMYCIN 300 mg. twice a d i> knJKfc.s nut j wide range of Gram-positive and Gram- 
nepaiive pathogens with real antibiotic power. Use LEDERMYCIN for pi‘ak serum activity 
levels tip to 3.5 limes higher than older tetracyclines (as expressed in tetracycline equivalents). 
The clinical elTcciivcncss of LEDERMYCIN has been proven again and again in acute and 
chronic respiratory diseases, genitounaary infections, gonorrhea, acne and other conditions 
due to susceptible organisms. At low twiee-a-day dosage, therapeutic levels of LEDERMYCIN 
persist up to 2 days after the final dose With LEDERMYCIN. pathogens stay knocked out¬ 
patients stay on the go. 

LEDERMYCIN* 


Demcclocyclinc Lcderlc 
AVAILABILITY; 
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Association Notes 

IMA Central Council—Minutes of proceedings of 
the 37th annual meeting of the Central Council, IMA, 
held at Bhaldas Sabhagrlha Hall, Juhu Development 
Scheme, Vile Parle (West), Bombay (Mahainshtra) on 
Sunday :md Monday, December 25-26, 1977 (as con¬ 
firmed at the 97th Ordinary Meeting of Central 
Council held at Bombay on December 28, 1977) 

MEMBERS PRESENT; 

1, Dr. A. P. Shukla (Ahinedabad)—President, 2. Dr. 
P. C. Bhatlfi (IX lhi)~lmmediale Part President, 3. Dr. 
R. G. Gour (lMdort )—Viee-President, 4. Dr. D. S. Melira 
(Delhii-Hony. Generai Sceretary, 5. Dr. M. G. Garg, 
(Delhi)--Hony. .Toint Secretary, 6 . Dr. J. .1. Sorifl (Delhi) 

— Hony .loir.'l Seerelary, 7 Dr. Sushil BamTiee (Cfil- 
cutia)—H' ri.v Joint Secretary, S Dr. Pran Nath Anand 
n'■•Ihii--Hoitv. Treasurer, 9 Dr. Harish Grov-r (Delhi) 

- Hony. Assistant Secretary, iO. Dr. M. 1 j Arora 
D*'ihi>-Hony Assistant SeevcLory, 11. Dr. I G. Blialt 

(Aliined.ioadj-Hony. AsVi.stant Secretary and 13. Dr. 
C. R .losiii tB''Titi;iy West Suburban Biaruiii ITony. 
As.s-t;,nt Secre1;ivv--EMA '. 13. Dr. BhasUar Roy fhou- 
dhu.-v (Caleunal -Hf.'iy. Editor and 14, Dr. .s;.a\eiulii 
Kuad'.i ((':iieutta)--Hor,y. Secretary—,IIMA • ITi Dr. 
B S Mihta (Va> •in:...n—Hony. Editor, Apka S\v .'iiiya, 

16. Dr. .!. V. U Sarma (Hyderabad) --Pres d- nl-Elect, 

17. Dr Navin Chandra (Kanpur)—Sr. Viee-Prcsident 
Elect, lit. Dr. N.-ival Kishorc Sharrna (.taipuri-- Vice- 
Presideril Elect., in. Dr. C. E. Jaf-K:! (Mukts.ir) -Vico- 
President Elect - IMA ; 20. Dr. T;. D. Malhotra (Delhi) 
—Hony. Seeri'tary, 21. Dr. P. K Banervr- (Delhi)— 
Horiy.’.lnint Seen-tary and 22. Dr O. P. Kapur (Delhi) 
Hony. Joint Secretary-IMA College of G Ps ' 2 .i. Dr. 
Chainanial M Mehta (Baroda), 24. Dr. H. N Shivsipuri, 
(l.ucknow), 25 D'- S. Saniaddar (Patna), 26. D'' P K- 
Trivedi (Ahnriedah.ad), 27. Dr. A. K. N. Sinh:i (P.itna), 
2!) Dr. M. G. B'nide (Poona) and 29. Dr. .1 Majumdar 
(Calcutta)—Past-Pre.sident.s, IMA; 30. Dr. M. A P.in- 
wala (Bombay North East Suburban), 31. Dr. A. 

raju (Vishakap.'itnam); 32. Dr. D. S. MunaRokar 
(Bombay); 3.3 Dr. K, V. Swnmi (Madras); 34 Dr M. L. 
Chatteriee (Calcutta); .35. Dr. P. L. Kfinth (Bolu.ro) ; 
36. Dr. L Das (Dehradun); .37. Dr. S. C. Mi1tr;i (Cal¬ 
cutta); 38. Dr Dihp Roy (Calcutta); 39 Dr. Mrinal 
Nandi (South Calcutta); 40. Dr. Gnoal Das Nag 
(Sernmpore); 41 Dr Narayan Baucr.tec (Sorampnre); 
42. Dr. K. A. Ranganath Rao (Hiibli); 43. Dr. M, S. 
Deshpande (Hyderabad) ; 44, Dr. S. N. P. Aggarwal 
(Samastipur); 45. Dr. Hara Mohan Sinh:i (Katwa); 
46. Dr. Ramshakal Prasad (Muzaffarpur i; 47. Dr. Ram 
Praka.sh Aggarwal (Lucknow); 48. Dr. P. N. Mohrotra 
(Rae-Barelii; 49. Dr. D. K. Banerjee (K-atwa); 50. Dr. 
Sudhakar H. Deshpande (Bombay). 51. Dr. (Mrs.)Latika 
S. Deshpande (Bombay); 52. Dr. T. M. Kumarswami 
(Madras): .53. Dr. Mohandas Pal K. (lloipi): 54. Dr. 
C. Ranganathan (Madras); 55. Dr. G. Ramaehandran 
(Madras); 55. Dr. G. Ramaehandran Murt.iy (Madra.s). 
56. Dr. B. Rama Rau (Madras); 57. Dr. Sukomal Sen 
(Calcutta); 58. Dr. Prem Nath (Kanpur); 59. Dr. S. K. 
Nigam (Kanpur): 60. Dr. S. Nanjappa (Shimoga); 61. 
Dr. R. R. Josh! (Gadag); 62. Dr. M. L, Rathi (Raipur); 
63. Dr. Sarat Kumar Sahi (Darbhang.i): 64. Dr. 

Mahendra Nath Saha (Banmankhi); 65. E>r, Salil Dutt 
(Calcutta): 66 . Dr. S. R. Apte (Poona): 37. Dr. C. B. 
Baskaran (Madras). 68 . Dr. N. R. Acharya (Banga¬ 
lore)) ; 69. Dr. (Mrs.) Vijaya Acharya (B: 3 ngalore); 70. 
Dr. (Mrs.) Renulca Dikshet (Agra); 71. 1>. Gautam R. 


Bhaget (Ahmedabad); 72. Dr. R. L. Goyal (BHEL- 
Bhopal): 73. Dr. (Mrs.) R. N. Ramamani (Ambattur 
Avadi); 74. Dr. Rajinder Kumar (Karnal); 75. Dr. 
Sri Nath Saha (Malda); 76. Dr. M. A. Prabhu (Sola- 
pur) ; 77. Dr. Nripendra Nath Mukherjee (Calcutta); 
78. Dr. N. G. Dutta (Dooars); 79. Dr. R. K. Vanl 
(Ahmedabad); 80. Dr. V. J. Sanghvi (Ahmedabad). 81. 
Dr. R. K. Sakhuja (Delhi): 82. Dr. (Mrs.) K. Sakhuja 
(Delhi); 83. Dr. J. C. Ghosh (Siliguri); 84. Dr. A. K. 
Tandon (Lucknow); 85. Dr. M. P. Tamba (Panajl); 
86 . Dr. Haraninoy Das (Alipurduar); 87. Dr. Satya 
Bhama Sahay (Purnea); 88 . Dj". K. S. Neogi (Allaha¬ 
bad) ; 89. Dr. R. K. Singh (Allahabad); 90. Dr. Anand 
S Shah (Ahmedabad): 91. Dr. Gyanendra Singh 
(Allahabad); 92. Dr. Yashaw'ant G. Kelkar (Pune) - 
93, Dr. T. Y. Naiayana (Bellary); 94, Dr. B. C. Chakra- 
barty (Ramgarh); 95. Dr. V. K. Seth (Sitapur); 96. Dr. 
B. N. Pal (Ukhara); 97. Dr. A. K. Sinha (Darbhanga); 
98. Dr, D. Ghosh Da.didar (Calcutta) ; 99. Dr. L. N. 
Ghosc (Kaina': 100. Dr. Subhodh Mukopadhyay (Bur- 
dwan); 101. Dr, Ji. p. Roy Chowdhury (Jagatdal); 
102. Dr. Tarak Nath Mukherjee (Galsi); 103. Dr. Sen 
Gupta (Calcutta); 104. Dr. N. C. Tijoriwala (Surat). 
105. Dr. .*! Krishna Murthy (Warangal): 106. Dr. V. S. 
Vaj.-jria (Junagarh); 107. Dr. A. N. Patel (Unjha); 
108. Dr. M. M. Dalai (Bhuj): 109. Dr. Radha Raman 
Das (Calcutta); 110 . Dr. K. Chinnam Raju (Kona- 
seema); 111 . Dr Naresh Chandra Banerjee (Calcutta); 
112 Dr. R M Kamdar (Bhavnagar) ; 113. Dr. Indu Bh. 
B.merjee (Dorr.jur); 114. Dr, 1., P. Choudhury (Hazari- 
fcagh); 115 Dr. N Naravma Rao (Secunderabad); 116. 
Dr. (Mrs.) .Si;de,-.sh-;n G.rove’- (D<-U)i): 117. Dr. Dharam 
Prakash (Delji!); HO. Dr. R. P. Sa.xc’na (Kanpur); 
119 Dr. R M. Chiiwclhurv (Forlu-sg.on j); 120 Dr B 
Deehowdiiury (M::fihuh:ini); 121 . Dr. C. N. Ramadas 
(Bangalore) 12:). Dr O. P Goyal (Sri Gang.onagar); 
123. Dr. N. C Roy Choudhury (Howrah); 124 Dr 
Z M. Jilani (.Silnmarhi): 125 Dr. H T,. Malhotra 
(Simla); 126. Dr. Robot D D'.«nu 7 .a (Ahmednagar); 
127 Dr, A Y. I.atkar (Poona); 128. Dr. M. T. Alchar 
(Pune): 129 Dr, I. B Bliattachnrva (A.sansol); 1.30. 
Dr. Bnon Kumar Ch.-ikrnbnrty (Caleutta); 131. Dr 
R n S'.nha (Raxaul); KlL'. Dr, D. M Panrholi 
(Bok.Troi: i ,'{3 .s.-iclhu Ch.'ind Vinyei^ (Eorozepore)' 
134 Dr Sh;iki’.n1a)!i (Patna); 1,35. Dr. R. M. Sen 
iDhanbad): 136. Dr. R. B. Davare (Hyderabad); 137. 
rx-. R. Sivan.appa (Chitradurga); 1.38. Dr. C. M. Singh 

»T.'ihe.shwari (Kota); 
i40. Di T . .I.'inarrihjuia (Chilakaluripot) ; 141 Dr B B 
La] n^^k.shit (Agra); 142. Dr. S Bhakta (Uluberia) * 
1--.3. Dr. A N. Batahyal (Bauria); 144 Dr H'crihar 

H''i-''hike.sh Das (Dum-Dum); 
146.p.-. .Saileivlranath .Sen Gupta (Dum-Dum); 147. 
Dr. Parimpcndu Malh (Rajarhat and Habra); 148 Dr 
Shyarnal K. Das (Durgapur.; 149. Dr. Kartic Chandra 
Mall^k (Hpghly): 150 Dr. B. C. Gandhi (Vijapur) ■ 151 

na'^nd^ fTi rT"™ Dr. Amarnath Desh¬ 

pande (Hyderabad) : 153. Dr. S. P. .Faiswal (Hvdera- 

bad): 1.54. Dr. V K. Phadke (Hyderabad); 155 Dr 
^njiram Moorjani (Hyderabad); 1.56 Dr, D K Dutta 
(Dibrugarhp I 57 . pr. M K. Tiwari (Varana.silf i ?8 
pr. L. R. Mehta (Varanasi): 159. Dr. Zahurul TJinttn 
®’’''*f»™ananda Chatterjee (Hov>. 
rah); 161. Dr. Imdadul Hup Mandal (Piiinam); l^a 
Dr. Hnimi Prasad Basu (Calcutta) • 163 Dr R'lhin#*!,,,' 

Nph Roy (Behnla); 16 L Dr. BaWanai? M^Se 
(Barasati: 165. Dr. Debajyoti Burman (New BarMck- 
pur-Madhyamgr.am); 166. Dr. C, R. Para.suram «?all. 
cut) ; 167. Dr. R, Sahai (Unnbo); 168 Dr Mutii-i r ai 
Chatteriee (Batanagar); leg Dr, Sanat 
wan): 170. Dr. Balai Chand Das (TolIyVange;^ 

R. L. Verma (Tekari); 172. Dr B N Cr^ 

Belur): 173. Dr. D. N. Sur (Baranagore5:ossf^«^ 

_p74. Dr. Ananda Mohan Dutta (cSj)f I75?U: 
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D. R. Kundu (Ghufiudanga); 176. Dr. K. Balasubra- 
manlam (Erodf); 177, Dr C. Arumugam (Coimba- 
ton-) ; 178 Dr. N. R. Sampath (Coimbatorf); 179. Dr. 
Kri.-ihna Kumar Singh (Patna); 180. Dr. P. Chatterjee 
(Uliiberia); 18). Dr. S. Muthukaruppa Pillay (Kanya 
Kumari); 182. Dr. K T. SukkawaJla (Bombay West 
Suburban) ; 18,3. Dr Vijay Kumar Srivastava (Sudan): 
)8-l. Dr. Surc.sh Lall (Patna); 185. Dr. .Tacdao Prasad 
(Patna); 186. Dr, Karunacharan Roy Choudhury 
(Spalr); 187. Dr. Ranvir Singh (MiLsa); 188. Dr. 
Sailondra Nath Chowdhary (.Indhpur Park); 189. Dr. 
Kalyani ProdJian (Calcutta); 190. Dr. Diwaker Nara- 
yan (Patna): 191. Dr. Md, Shaukat Karim (Patna); 
192. Dr. Banku Bchari Mukherjcc (C.alcutta); 193. Dr. 
M. Gangi Rcddv (Anantapur); 194. Dr. George Mam- 
pilly (Cra hin): 19.5. Dr. B. U. S Bhalla (Raigarh); 
196. Dr V. D. Dubay (.Ihansi): 197. Dr. Gopi Kri.shna 
Chakravarti (Bagnan); 198. Dr. Ramesh Chandra Roy 
(Naihati) ; 199. Dr. N, K. Sen Gupta (Chaibasa) ; 200. 
Dr. A. Mohan (Deoghav); 201. Dr. Samir Kumar 

Ghn,sh (Bhagalpur); 202. Dr. M. V. Dharwadkar 

(Aurangab.’idl; 203 Dr. M. V Khalap (Pune); 204. 

Dr V. M. Bhulkar (Poona); 205 Dr. O P. Goel 
(Me(>rut); 207. Dr. V. P. Gupta (Rampur); 208. Dr, 

P. S, Sood (Farrukhabnd); 209. Dr. A. Aziz, Azmi 
(Azamgarh). 210. Dr. Y. G Bodhe (Pune); 211. Dr. B R. 
Mukhi (Ulhri.-itiitgar) ; 212. Dr N. Salya Naravana 
(Vijayawada); 21.1 Dr Nirmalava Banerjee (Cal- 
eiilta), 214. Dr. 1) Valand (Ananri). 215. Dr. H. K. 
Nagaraj (Bangalore); 316 Dr. D. .1. Contractor 
(Barod.i); 217. Dr Bijon K. Das (Calcutta); 218. Dr. 
C O. Sura fRarodal. 219. Dr. O. P. Goyal (Alwar); 
220. Dr M. t' Narnsinga Ran (Vi.sakhapatnam); 221. 
Dr. A, Rov Oroudhry (Kamarhati); 222. Dr. Hns- 

mukhla! Manila! S)iah (Kalyan); 223. Dr. D. R. 

Dhakad (Indori>); 224. Dr A. Abdul Sathar (Madurai); 
225. Dr. N. Sripad Rao (Cumbum Valley); 226. Dr. 
M. P. Sliaw (Bhagalpur): 227. Dr. Rajendra Singh 
(Mhow); 228. Dr. S. .S. Khurana (Sri Ganganagar); 
229. Dr. B C Amin (Ahmcdab.ad); 230. Dr. Indranadan 
C. Shah (Ahmedabad); 231. Dr De.sai Sumantrai 

Bhimhha (Bilimora); 2.32. Dr Han.s Raj Sharma 
(Amrit.<!ar)-, 233 Dr D. S. Rao (Indore); 2.34 Dr. V. B 




Golwankcr (Indore); 235. Dr. C' L. .Thaveri (Bombay); 
236. Dr. (Mr.«!.) Mira Banerjee (Titagarh); 237. Dr. 
Somdi'h Bhallacbarya (Calcutta); 238. Dr. R. L. Shah 
(Rajkot); 2.39. Dr. Narayan Ch. Banik (Baruipun; 
240. Dr Kri'ihna Ki.shorc Chatterjee ; 241 Dr. Bimal- 
endu Desarkar (North Howrah); 242. Dr. Mangalam 
V. Raihod (Ahmi'dahad); 243. Dr. B. D. Kalgutker 
(Bomhav>; 21!. Dr. V A. Kamnt (Bombay): 245 Dr. 
.1. M. Modv (Bombavi; 246. Dr R K. Menda (Bom¬ 
bay). 217 Dr. A D Daflnrv (Bombay): 248. Dr. Kapil 
Deo .Singh (MotiharO; 249. Dr. Thakur Bidhn Bhushnn 
Singh (Mii.'atTarpur); 250 Dr Shatrugh N. Prasad 
(Dhanbad); 251. Dr. Dc.sai Paramanand Manilal 
(Ahmedabad): 252. Dr Bimal Chakraborfv (Calcutta); 
253, Dr. M G Pandejee (Ahmc'dabnd); 2.54. Dr V T 
Kothari (Hnbb) ■ 255 Dr A. S. Kothari (Baroda): 2.56’ 
Dr. S .1, Dc.«ai (Vapi), 257 Dr, V. C. Patel (Baroda): 
258. Dr. K. .S, .Shah (Ahmedab.id); 259.. Dr. F. S. 
Desai (Bombay); 260. Dr. Avinash S. Godbnle (Bom¬ 
bay); 261. Dr B. S. Chouhan (.Taipur); 262. Dr. Avtar 
Singh Arora (Amrit.sur); 263. Dr. Manoranjan Adhi- 
kesh (Budge.Budge); 264. Dr Shaikh Halim (Indore); 
26.5 Dr Kuldip Singh Arora (Amritsar); 266 Dr C V 
Talwarkar (Bombay); 267. Dr Rama Rao (Madras) 
268 Dr K. B Kulkarni (Gwalior); 269. Dr L P 
Kapur (Harvann); 270 Dr K. B. Gupta (Panihate)-' 
271. Di L. P Kh-irc (Satna); 272. Dr. S. Gopalkrishnn 
(Bangalore); 273. Dr. R N. Chatterjee (Jabalpur): 
274 Dr. P. C. Sangal (Hardwar); 275. Dr. A R Dutta 
(Rajnandgaon); 276. Dr M.anmotho Nath Nandy (Jal- 


paiguri); 277. Dr. B. Janakl Rama Rao (Razole); 278. 
Dr. P S. Sarma (Konaseoma); 279. Dr. J. B. Jaju 

(Ahmedabad); 280. Dr. D. D. Mitra (Bhadrakali); 281. 
Dr. R. T. Shah (Dhoraji); 282. Dr. Kalyana Kazan 
(Patna): 283. Dr. Iva Kazan (Patna); 284. Dr. Jagdish 
Chandra Sharma (Muzaffarnagar); 285. Dr. Hriday 
Ranjan Kundu (Garden Reach); 286. Dr. R. Ananlha- 
narayan (Trivandrum); 287. Dr. V. K. Thomas 
(Cochin): 288. Dr. T, M. Paul (Cochin); 289. Dr. N. K. 
Bodiwalla (Ahmedabad); 290. Dr. R. D. Thakare 
(Amravati): 291. Dr. B. B. L. Dixit (Agra); 292. Dr. 
Renuka Dixit (Agra); 293. Dr. A. K. Chattcrjei' (Kola- 
ghat) ; 291. Dr. S. G. Raja Ratnam (Coimbatore); 295. 
Dr. Ajit Kumar Roy (Calculta); 296. Dr V. K. Tora.s- 
kar (Bombay); 297. Dr. J. N. Matbur (Alwar); 298. Dr. 

R. N. Gupta (Lucknow); 299. Dr N. H. Sasve.sh Pande 

(Balgaon); 300 Dr. M, M. Siddhu (Lm know); 301. 
Dr. M. L. Khanpurkar (Bhu.sawnl) ; 302. Dr O. M. 
Desai (Kalol) ; ,')03. Dr. K. M. Thakar iMuIund); 304. 
Dr. N. S .Sii.stry (Vijnywada); 30.5, Dr. M. M. I'littal 
(Delhi); 306. Dr. Sarila Mittal (Delhi); :t07. Dr. K. R. 
Bhatt (Surat); 308. Dr. A. K. Gupta (Delhi), 309 Dr. 
K. Salyanarayanarao (Berhampur); 310. Dr. .S. N. 

Gupta (Delhi); 311. Dr. C. S, Sharma (Patna), 312. 
Dr. S P Singh (Snran); 313 Dr. S N. Verma (Patna); 
314. Dr. N.ivamani Bose (Tutleonri); 315. Dr N. S. 
Chandra Bnse (Tulicorin); .316. Dr. K K Singh 
(Patna) 317 Dr .Soineshwar Nara.san .Singh (Tekari): 
318 Dr, K N S, Agarwal (Arnroha); 319. Dr R, S. 
Diwan (Ra iiuindgaon); .320. Dr Prabhnddha Kumar 
Ghosh (Cl)andragaon); 321. Dr (Mr.'^) .Sushrna Grover 
(Delhi), .322. Dr. (Mrs.) A.'^ha Aror.a (Di'lln); 323. Dr 

S, B. Agnihotri (Kanpur); 324. Dr R .1. Di's.n (Surat); 

.325. Dr. R. 1) Hpadhya (Kaizabarl): :326, Dr. B R. 
Thukral (Yaranasi); .327. Dr. R. Nar.iy.itiaswarny 

(Bangalore): 328. Dr. B. R Shamr.no (Slnmago) ; .329. 
Dr. B. D. Agarwal (Jullundur); 3.30. Dr. Arvind M. 
Shah (Bomb.iy Wi'.st Suburban): .331. Dr, B K Shah 
(Bombay West Suburban); 332, Dr. K. .S. Dikshit 

(BHEL Rampur) 3.33 Dr Lal.an Pr/i'^ad (Gaya); .334. 
Dr. Badyatialh Singh (Gaya); 33.5. Dr. Goun Pada 
Dutta (Calcutta); :3.36. Dr. V. K. Khanna (Sikar); 3:37. 
Dr. R. N. Thakur (MuzafTarpur); 338. Dr. M. B. Patel 
(Ahmi'clabarl); 339. Dr. V B. Shah (Ahmedabad); 340. 
Dr. R. r, Okhandiar (Bhagalpur); ;341. Dr. (Mr.s.) Lalita 
Rao (Bombay); ,342. Dr. Manubliai C. G Patel (Surat): 
343. Dr. V S. Kashikar (Nagpur); 344. Dr. Ebzabeth 
Vizwalhan (Madras); :345. Dr. C. Kasi Vi.swanathan 
(Madras), 346. Dr. J. D. Bhngat (Bombay): 347. Dr. 
D. N. Chatlerjc'e (Dhanbad); 348. Dr. Chittaranjan 
(Bikramganj); 349. Dr. Ramani Raman (Patna); .350. 
Dr. Mahindra Kishore Sinha (Marhowra); 351. Dr. 
Chandradi'o Prasad Singh (Begusarai); ,352. Dr. H. S. 
Kothari (Delhi); 353. Dr. Parurnjet Singh Khurana 
(Amritsar): 3.54, Dr, HarLsh Chandra Gupta (Delhi); 
355. Dr. J. S, Nanra (Del)n); 356. Dr. S. K. Das 
(Kumardhubi): ,357, Dr. Purushottam B. Parmar 
(Ahmedabad); .358 Dr. I, C. Siddhantn (Beldanga); 
:i59. Dr. K. K. Nagpal (Kurukshetra): 360. Dr. M. M. 
Hussain (Siliguri); 361. Dr. P. M. Chaudhary (Rishra); 
362. Dr. Sachin Dattn (Tarake.swar); .363. Dr. Deben 
Ghosh (Kankurgachi); 364. Dr. V. D. Deshmukh 
(Dhulia); 365. Dr. Gopalji Srivastava (Delhi); 366. Dr. 
(Mrs.) P. M. Shriva.stava (Delhi); 367. Dr. Agrawal Meti- 
chand (Garhwa): 368. Dr. Surendra Varma (Sultan- 
pur) ; .369. Dr, Baidanath Shrimani (Champadani); 370. 
Dr. Sisir Ranjan Sengupta (Calcutta); 371. Dr. A. K. 
Sabhapati (Cochin) ; 372. Dr. R. Ramgopal Singh 
(Bakhatiarpur): 373 Dr, S. A. Hu.sen (Jehanabad); 
374. Dr Kedarprasad Singh (Patna); 375. Dr. S. K. 
Mitra (Jagannnthnagar); 376. Dr. Chinubhai M. Shah 
(Ahmedabad): 377. Dr. Vinod Agarwal (Jodhpur); 378. 
Dr. Kapildev Narayan (Siwan); 379. Dr. Naval B 
Shah (Malegaon); 380. Dr. Savailal M. Patel (Ahtne- 
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dabad); 381. Dr. Hornam Singh (Moradabad); 382. Dr. 
P. M. Hoshing (Amednagar); 383. Dr. K. P. Malhotra 
(Kanpur). 384. Dr. Ranjan K. Nanavaty (Ahmcdabad); 
385. Dr. J. S. Agarwal (Moradabad); 386. Dr. B. D. De 
(Calcutta); 387. Dr. Tarapada Ghosh (Amtala); 388, 
Dr. Promad Sinha (Darbhanga); 389. Dr. B. Padma- 
nabhan (Nilgins); 390. Dr. R. K. Jalota (Kanpur); 
391. Dr. Bal Krishna Agarwal (Fatchpur); 392. Dr. 
P. S. Mishra (Almora); 393. Dr. K. P. Bhattacharya 
(Sitamarhi); 394. Dr. S. N. Chowdhary (Dhubn); 395 . 
Dr. M. L. Bansod (Moga); 396. Dr. Bhircndra Kumar 
Sharma (Daltonganj). 

PROCEEOINUS: 

The President called the meeting to order. 

Tlie I'oliowmg condolence resolution was moved on 
the demise ol Dr. A. D. Mukherjee (Calcutta) a 
founder-member of the rndiari Medical Association 
and a former Kditor of tlie .lournal of the IMA. 

"This 371h Annual Meeting of the Central Council 
of the Indian Medical A.ssoeiation plac’e.s on record its 
deep seji.si- of grief at the .sad demi.se of Dr. A D. 
MnUlierji'e fCaleulta) a lounder metnbiT of the Indian 
Medicai A' loci.iUon and former Editor of the .lourn.il 
ol the Indian Medical Association. The meeting eon- 
veys its heartfelt eondolenee to the bereaved family 
and p.t'ay.s lor 'he di-p.irted soul". 

The member;; slooil m silence for 2 minute.s in re.*;- 
peet ol the departed .soul. 

Item Ne 1. . at 7’<. elect, i[ iiceesstiri/ iiti, the uhxeiieo 
<>J Ike I'rexident and Vlee-l'residerits), 
h) To coujirm mniiilex of proceed my .s oj 
MUk ordinary mertiHy oj ihe Central 
Coaiic.i held at Hangatorc on IK'cem- 
her 2:t, 197G 

'1 he niinu!-;. weie confirmed on a propo.sal by Dr. 
P. S. Sood (f'.irrukhahad) and seconded by Dr, Kalyan 
Hay.an (Patn.i). 

Item No. 2(1): To adopt Annual Report for 7.978-77.■ 
1. IJeadcpiarterx Office: 

It was dei ided to change the second line appearing 
in the para iieaded "Introduetion” ns follows. "The 
pro.sent Ctovoriirm nt" mi,lead of "A Change of Gov¬ 
ernment". 

During di.seu:;.'.aon, the following further points 
were made: 

1. Organisation . 

Central Council noted that certain Stat«'s/Union 
Territories are I'njoying double status as Statc/Tern- 
torial branches as well as local branch. It desired that 
Rule be restored and directed the Headquarters Ofliec 
to place all the facts and data before the next meet¬ 
ing of the Working Committee in order to enable it 
to do the needful. 

2. Memberxkip ; 

Much concern was exprc.ssed at the deelinc in the 
membership strimglh of the Association during the 
year under review. I’he decline was attributed to 
various causes some of whii-h were specified a.s under; 

(a) Lack of communication between the B'anches 
and the non-members. There is not enough pablieity 
given to the activities of the Association. 

(b) Increase in numbers is not reflected due to 
large number of drop-outs. It was desired that ways 
and means be found to retain those members. 

(c) Apathy of doctors in service and specialists to¬ 
wards the IMA. It was suggested the following mea¬ 
sures be adopted to give filip to the membership drive ; 

(i) Concession for young doctors, (ii) Senior doctors 
should adopt someway for young doctors and pay 
subscription on their behalf during their early years 


of professional career, (iii) Other means may be found 
to find finances for young doctors, to start practice. 

(iv) Junior doctors be encouraged to take active inter¬ 
est in the activities of the Association and also be 
involved in the task ol running the Association. 

(v) Journal be further improved so that it becomes an 
important atiruction for the members, (vi) IMA College 
of General Practitioners should further improve its 
activities, (vii) It was pointed out that some members 
appear in several committees; it should be avoided. 

At this stage the Hony. General Secretary informed 
the house that in spite of reduction in total member¬ 
ship, many State Branches were active and had in fact 
increased the number of their members. The Assam 
Branch because of its very satisfactory membership 
drive had qualified to win Dr. A. K. Bose Trophy for 
Best Membership Drive. Tripura State Branch was 
specially mentioned by the General Secretary as the 
second best State Branch according to the Membership 
Drive. A special certificate of merit will be awarded 
In Tripura State Branch. 

The Farrukhabad-FdU'garh Brunch (UP) had won 
the Best Branch Trophy lor over-alj performance. 

4. Finance: 


Membor.s showed concern about the large amount 
of money due as HFC arrears. An apfical was made U» 
the Branches to clear the same at their earliest. 

On an enquiry about the accommodation loan to the 
JIMA the House was informed that a sum ol rupees 
one lakh was made available to the Journal Office 
to liquidate it.s over-draft loan from the .Syndicate 
Bank and the Journal was regularly making good the 
lo.ss aceruing to I he college because of this tran.sadion. 

The Council was informed lliat further budget allo¬ 
cation of litteen thousand rupees was made for the 
expenses of the Ai'tion Committee in coiini'ction with 
the observance of the National Consoiidatioii and Re- 
dedication Day. 

5. IMA Building : 

The Council was informed about the progres.s made 
lor the joint vi'itlure of a Building at Calcutta by the 
Bengal State Branch and the IMA Headquarters. 

The Central Council desired that further action be 
taken in lonsultation with the legal adviser and 
authorised thi' Working Committee to proceed in the 
matter to finalise the project. An appeal be made for 
collection of funds. 

6. E.S.I. ; 


i) Authorities be urged to review the existing 
amount of Capitation Fee which is very inadequate 
under the prevailing conditions. 


11 ) urovernmeni snouid be requc.sted to modify the 
ESI doctors pay structure according to Central scaie.i 
in view of the fact that ESI doctors in Delhi are 
receiving this .scale and there should be uniformity in 
thi.s respect all over the country. 

ni) In the first in.slance attempt should be made to 
have negotiations to meet the dcmand.s failing which 
direct action will bo considered. 

iy) It was suggested that the ESI Standing Com¬ 
mittee should have doctors working in the ESI both 
on panel as well as service .sy.stcm. 

V) As far as possible the meetings of Standing Com- 
m.ttee be held in a place where the ESI Scheme is 
in operation. 

K means adopted 

them be published in IM.A News 

and JIMA. 


7. L./.C.: 

White Paper on LIC should be revised with 
the view to Include some of the suggestions made by 



131 


n. INDIAN M. A., VOL, 71. NO. 5, SEPTEMBER I, IfiTI 


the branches and from members who examine cases 
for Life Insurance Corporation. 

ii) Chairman of the LIC Corporation be approached 
not to debar doctors above 65 years of age from 
exannning cases while they continue to be in active 
practice. 

8. Drugs and Pharmaceuticals: 

i) IMA should make a study of the Cost Account¬ 
ing of the Drugs and Pharmaceuticals. 

U) IMA should urge upon the Government to im¬ 
plement the reccmmendations of the Hathi Committee, 

iii) IMA should formulate an opinion on role ot 
multinationals in Pharmaceutical Industry as early as 
possible. 

iv) The Central Council appreciated the approach of 
Union Minister ior Petroleum, Chemicals & Fertilizers, 
Shri H. N. Bahuguna in taking IMA into conlidence 
with regard to the matters of drug.s and pharmaceu¬ 
ticals, their manufacture, availability and price and 
for providing opportunity to teams of IMA to visit it 
and sec for itself the working ol public sector under¬ 
takings (IDPL, UAL and SIP) and hoped that this 
procc.is will continue to further improve the avail¬ 
ability of es.senlial and lile-sa\ing drugs for the 
people. 

viil 1’iic Central Council noting the circular from 
the Uiug ControlliT rcgurdiiig the short supply of 
Strepioniycin all over the world urged upon the Gov¬ 
ernment to speedily devise ways and means to meet 
this shortage keeping in view the high price of 
sub.stitule drug.s in the treatment of Tuberculosis and 
realising that the raw materials for the rn.iriul'iictuce 
of streptomycin i.s available within the country. 

viRl The Central Council expres.sed it.*; concern 
about the flooding of market with spurious drugs and 
urged upon the Government to have enough drug 
inspectors to check them. 

9, Quackery and Action Committee: 

i) The Central Council expressed its grove concern 
over the manner in which the Government is trying 
to dilute the delivery of health care to the teeming 
millions by entrusting the job to village workers with 
no background, and further expecting them to dabble 
in Ayurvedic, Unani, lloniueopalhic, Sidba, as well as 
modern system of inodlcme. The Council felt that this 
retrograde step will spoil disaster and do incalculable 
harm to the health of villagers In not being able to 
provide services at par to the one being available in 
ucmi-urbnn and urban areas the .State is discriminat¬ 
ing in different sections of the society. In a welfare 
state, the Government owes this responsibility. While 
placing its services at the dispo.*;al of the Government 
the Indian Medical A.ssuciation desires that proper 
facilities he developed in a phased manner and 
necessary funds provided for the health of the nation. 

11) Tlic Central Council while appreciating the effort 
of the Action Coinnnltee desires that the committee 
with Dr. P. K. Dutla as Chairman and Dr. Sushil 
Banerjee as convenor us proposed by Dr. Dilip Roy and 
seconded by Dr. N. Satyunarayana (Vijayawada) conti¬ 
nue its clTorbs and ob.serve an all India Doctors Day 
in consuUation willi the President and demand from 
the Government that it should declare a national 
he.ilth policy on Drugs, Medical Education and Health 
Care for proper planning. In this connection the fol¬ 
lowing resolution was adopted. 

RESOLUTION 

This meeting of the Central Council of the Indian 
Medical Assochition strongly resent.s the move of the 
Union Health Ministry to introduce a cadre of semi- 
Hterate Ill-trained health workers (5tua«th Rakahaks) 


for the health care needs of the rural masses by prtK- 
viding them a kit for treatment of disease; such a 
step wiU in a way be an encouragement to quackery 
and will be harmful and positively against the inter¬ 
est of Public Health. 

In this connection the IMA draws the attention of 
the authorities t(i the remarks of Rashtraputi at the 
time of the inauguration of the. 24th Delhi State 
Medical Conference on December 1, 1077, wherein he 
said that unemployed doctors sliould be part of any 
new rural health scheme. There was no point in 
creating a whole new cadre of health workers when 
90 per cent of unemployed doctors are readily avail¬ 
able to get jobs in villages if given an opportunity. 

The meeting furliier ui'ges that while formulating 
any new health policy, the planners will give due 
consideration to these views of the Head of tlie State 
and consult the IMA. 

On a motion by Dr. Dilip Roy (Calcutta), .seconded 
by Dr. K. M. Thakkar (Bombay) Die Coun> il adopted 
the annual report of the HeadqunrK'i's for tlie year 
1076-77. 

Item No. 2 (li): i) Journal Office, ii) "Your Health", 
"Apka Sioasihya" 

i) Journal Office ; 

The Annual Report of the Journal Cifllcc a.s circulat¬ 
ed was .idopted a.-, piopo.si d by Dc Soindi b Bhalia- 
charya iCaicuila) and .seconded by Dr. Kadliu Chand 
Vinyek (Foro/.epore). 

Item No. 2 (ill): 

ii) "Your Health": 

The Annual Uepurl of the "Your Ilealtl ' .if. dlcu- 
lated wa.s ouly adopted as propijsed by IJ; Soiiideb 
Bhaltacliaiya (Calcutta) and seconded by Dr .Sauhu 
Chand Viiiyok (Ferozcporc). 

Item No. 2 (iv): 
lii) "Apka Swasthya" : 

The Annual Report of the "Apka Swa.sihya" as cir¬ 
culated was duly adopted as proposed by Dr. Somdeb 
Bhattacharya (Calcuita) and seconded by Dr. Sadhu 
Chand Vinyek (Ferozepo.a:). 

Item No. 2; To adopt audited avcounls for 1976-77 : 

It Headquarters Office ; n) Journal Office ; 
in) “your Health "; iv) "Apka y~jcasthya". 

(i) Headquarters Office: 

The audited aeeounts of the Headquarters Oflice for 
the year iii7b-77 were adopted on a proposal by Dr. 
S. N. Gupla (Delhi) and seconded by Dr. Sadhu Chand 
Vinyek (Ferozepore). 

A proposal to have an internal Auditor to go into 
the Accounts, was made by Dr. Somdeb Bhattacharya 
and seconded by Dr. Anand Mohan Dult. After a brief 
discussion, it was withdrawn. 

(ii) Journal Office: 

The auditc'd accounts of the Journal Office for the 
year 1976-77 were adopted us proposed by Dr. K. V. 
Swam! (Madra.*-) and seconded by Dr. S. N. P. Agarwal 
(Sama.stipur). 

(iii) “your Health": 

The audited accounts of the "Your Health” for the 
year 1976-77 were adopted as proposed by Dr. P. S. 
Sood (Farrukhabad) and seconded by Dr. Kuldip Singh 
Arora (Amritsar). 

(iv) "Apka Swasthya" : 

The audited accounts of the "Apka Swasthya” for 
the year 1976-77 were adopted on a proposal by Dr. 
Bijon Das (Calcutta) and seconded by Dr. M. N. Nandy 
(Calcutte). 
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Item No 4' I’o consider and approve budget estimate* 

' ' for J9V7-7S; i) Headquarters Office ; 

, 1 ) Journal Office ; hi) "Your Health"; 
iv) "Apica Swasthya". 

(i) jicadqufirlers Office ; 

jIu" buact l estimates for the year 1977-78 as pro¬ 
posed by the Finance Slandiug Committee and circu¬ 
lated ■were considered anti duly approved on a propo¬ 
sal made by Dr. Mrinai Nandi (Calcutta) and seconded 
by Dr. M. M. S. Siddhu (Lucknow) after noting that 
th» income would be worked out at the basis of the 
existmg rate of H.F.C. and the expenditure adjusted 
accordingly. 

(ii) Journal Office: 

'rhe budget c.stimates for the year 1977-73 as pro¬ 
posed by llie Finance Standing Committee and circu¬ 
lated w^ere duly approved as proposed by Dr. Kalyaii 
Hay.an (I'liUia) ni.d seconded by Dr. K. P. Mchrotia 
(Ki.i.piii'i :i;ur woiking out at the basis of exusting 
late of .iiiuiiial quota of the HFC and the expendi¬ 
ture adjui.tiii accordingly. 

(iii) ‘ Your lli-aUh" : 

The butlg- l esliinates of "Your Health” for the year 
lli7; ■;;; .is '.'MimKicnaid i'y tlic Finance tJUuiuing 
i:on.ii'..Liei' '.c 'i i duly ajipruved as proposed by Dr. 1. C. 
Bh iL! i.'.imn (Jaliad) and seconded by Dr. Navin 
Ch.ii.dr.i (Kaiipui'i 
(ivi "/1J-' a <^11 a^'.liya" : 

Til’ 'udg' . e.'.tiinale.s of "Apka iswasthya” fur the 
year i'J'ii icciunmeiided by the P'lnanct Stand¬ 

ing Cellini.'., wen duly approved a.s proposed by Hr. 
L. D. Itlaihor a (Deiln) uiid seconded by Dr. C. L. .lagga 
tlrlui{.ls.u I. 

Hem Nu. 5 : 7'o elect Office-bearers for 1977-78 and 

iu elerl five members of Committee Jor 
earh uj the three Journals—(t) Journal 
oj the iUJA ; (iif "Your HcalLIt" ; und 
lilt) 'Apka Swasthya". 

The foliowiiig were declared elected as President, 
Sr. VicL-Pretidcnt and Vice-Presidents for the year 
1977-73 : 

Dr. J V. K. Sarma iHyderabad)~Pres»dcn(; Dr. 
Nuvin Chandra (Kanpur)—.S>. Vice-President; Ur. 
Naval Kishore Sharrna (Snganganagar)— Vice-Presi¬ 
dent; Dr. C. L. .lugga (Muklsarj—Vice-President. 

Horiy. General Secretary : 

The lollowing nominations were made: 

Dr. M. G. Garg (Delhi)—Proposed by Dr, D, S. 
Mchra (Delhi); Seconded by Dr. J. J. Sood (Delhi). 

Dr. D. S. Mehra (Delhi)—Froposed by Dr. T. M. Paul 
(Cochin); Seconded by Dr. R. Anantunarayana (Tri¬ 
vandrum). 

Dr. D. S. Mehra withdrew his name and thanked 
the propo.ser and seconder for proposing his name. 
Dr. ivl. G. Garg (Ddhi) was declared elected. 

Two Hony. Joint Secretaries resident at Headquarters: 

i) Dr. L. D. Malhotra (Delhi), Dr. J. J. Sool (Delhi) 
—Proposed by Dr. M, G, Garg (Delhi); Secondi'd by 
Dr. O. P. Kapur (Delhi). 

There being no other nomination, Dr. L. D. .Malhotra 
and Dr. J. Sood were declared elected. 

Third Hony. Joint Secretary : 

The following nomination was made: 

Dr. Sushil Sanerjec (Calcutta)—Proposed by Dr. 
M. G. Garg (Delhi); Seconded by Dr. O. P. Kapur 
(Delhi). 

There being no other nomination. Dr. Sushil 
Banerjee was declared elected. 


Two Hony. Assistant Secretaries at Headquarters : 

The following nominations were made; „ .v,. 

i) Dr. S. N. Gupta (Delhi); ii) Dr. A. R. Sethi 
(Delhi).—Proposed by Dr. M. G. Garg (Delhi); 
Seconded by Dr. O. P Kapur (Delhi). 

There being no other nomination. Dr. S. N. Gupta 
(Delhi) and Dr. A. R. Sethi (Delhi) were declared 
elected. 

One Hony. Assistant Secretary at the place vf the 
President: 

Tile following nomination was made; 

;) Dr. N. L. Sasiry (Vijaywada)—Proposed by Dr. 
M. G. Garg; Seconded by Dr. J. J. Sood. 

There being no other nomination Dr. N. L. Sastry 
was declared elected. 

One Hony. A-v-sistant Secretary at the place of the 
Ci'iiference : 

Tnc Cuitial Council decided that the Hony. AssLs- 
taiil Secretary at the venue of the Conierenee be 
noniiiialcd by the ho.st btiinch. The lio.st branch nonii- 
iioU'd iJi. T. M, Paul to be Hony. Assi.utant Secretary 
at Cochin ivcnue ol next Confeieni-e—1978). 

line Hony. Treasurer resident at Headquarters: 

'ine lollowing nomination was made; 

ly Dr. 1‘ran N.iUi Anand (Deilnj-Proposed by Dr. 
M C Garg; Seconded by Dr. Su.shil Haiierjee. 

'1 (lere bt ing no other nomination. Dr. Pran Nath 
yVnand wa;- declared elected. 

I'liuy Sailor, Journal o] the IMA : 

The lollowing noniination was made; 

1)1. Uhuskar Toy Choudhury iCalcutta)—Proposed 
by Dr. D. S. Mehra (Delhi); Seconded by Dr. M. G. 
Carg iDtThi). 

Time being no other nomination, Dr. Bhaskar Roy 
Choudhury was declared elected. 

Tuio Hony. Associate Editors, Journal of the IMA ; 

The lollowing nominaiions were made: 

Dr Pradip Kr. Majumdur (Calcutta); Dr. Gouri 
Pada Dutla (Caleutta) —Proposed by Dr. Hh.isk.ir Roy 
Choiidliury (Caleutta); Seconded by Dr. Dijon Das 
tC.ilcutta). 

Then being no other nomination. Dr. Pradip Kr. 
Majumdur (Calcutta) and Dr. Gouri Pada Dutta (Cal¬ 
cutta) v.'cre declared elected. 

Hony. Secretary, Journal of the IMA : 

The following nomination was made: 

Dr. Satyendu Kundu (Calcutta)—Proposed by Dr. 
Bhaskar Roy Choudhury (Calcutta); Seconded by 
Dr. M. G. Garg (Delhi). 

There being no other nomination, Dr. Satyendu 
Kundu was declared elected. 

Five members of Committee of Journal of the IMA : 

The following nominations were made by Dr. 
Bhr.skar Roy CTioudiiury and seconded by Dr. 
Satyendu Kundu (Calcutta). 

'.) Dr. Purriendu Kr. Chatterjee (Calcutta), ii) Dr. 
Sr.tya Ch. Mitra (Calcutta), iu) Dr. Dihp Kr. Roy 
(Calcutta), iv) Dr. Manish Prodhan (CaUutta). v> Dr. 
Amal Chakrabarty (Calcutta). 

There being no other nominatiori.s, Dr, Purnendu 
Kr. Chatterjee, Dr. Satya Ch. Mitra, Dr. Dilip Roy, 
Dr. Manish Prodhan and Dr. Amal Chakrabarty were 
declared elected. 

Hony. Editor, "Your Health" : 

The following nomination was made: 

Dr. Dinabandhu Banerjee (Calcutta)—Proposed by 
Dr. Satyendu Kundu (Howrah); Seconded by Dr, 
Sushil Banerjee (Calcutta). 
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There being no olhert nomination, Dr. Dinabandhu 
Danerjet' was declared elected. 

rtiJ(j Uony. Associate Editors "Your Health": 

The Jollowing nominations were made : 

Dr. Aimya Kr. Chatlerjce (Titagarhj; Dr. Bimal Kr. 
Chakravarty (Calcutta)—Proposed by Dr. Bhaskar Roy 
Choudhury (Calcutta), Seconded by Dr. Salyendu 
Kundu (Calcutta). 

There being no other nominations, Dr. Amiya Kr. 
Chatterjeee and Dr. Bimal Kr. Chakravarty (Calcutta) 
were declared elected. 

Hony. Secretary—"Your Health" : 

The following nomination was made; 

Dr. Satyeridu Kundu (Calcutta)—Proposed by Dr. 
Bha.skar Uoy Choudhury (Calcutta); Seconded by Dr. 
M. G. Garg (Delhi). 

There being no other nomination, Dr. Satyendu 
Kundu (Howrah) was declared elected. 

F'we Members oj the "Your Health Committee: 

llie following nominations were made by Dr. 
lihask.ir Roy Chowdhury (Calcutta) and seconded by 
Dr. Salyi-ndu Kundu (Howrah); 

i) Dr. Sushil BhuHacharya (Rajpur-Baruipur), 
ii) Dr. Jlonbi hari Kar (North Howrah), iii) Dr. P. K. 
Ghosh (Chandernagore). iv) Dr. Nriperidra Nath 
Bhattacharya (Calcutta), v) Dr. Manindra Chandra 
Banerjee (Kolaghal). 

There being no othi-r nomination, Dr. .Su.shil Bhatla- 
charya. Dr. Uonbetian Kar, Dr. P. K. Ghosh, Dr. 
Nripendra Nath Bhattacharya and Dr. Mumndra 
Chandra Banerjee were declared elected. 

Hony. Editor "Apkn Sumstliya": 

The following noinin.ition wa.s made. 

Dr. B. s. Meiita (Varanasi)—Propo.sed by Dr. D. S. 
Mchra (Delhi); Seconded b> Dr. M. G. Garg (Delhi). 

There being no other nomination, Dr B. S. Mehta 
was declared elected. 

Tu'o Hony, Associate Editors "Apka Saiasthya" . 

The following nominalion.v were made; 
i) Dr. D. Majurndar (Varaiia.si), ii) Dr. H. K. Dutta 
(Varanasi)—Proposed by Dr. B. S. Mi‘hta (Varanasi); 
Seconded by Dr. D. S. Mehra (Delhi). 

There being'no other nomination. Dr. D. Majumdar 
and Dr. K. K. Dutta were declared elected. 

Hony. Secretary, "Apka Swasthya" : 

The following nomination was made : 

Dr. B. R. Tliukral (Varanasi). 

There being no other iioinmalion, Dr. B. R. Thukral 
was declared oli'cled. 

Five Mcmhcis oi, "Apka Sirasihya" Committee : 

The foil.nvmg nommation.s were made; 

Dr. K. P. Tiwari (Varana.si), Dr. I,. R. Mehta (Vara¬ 
nasi), Dr. K. P. Agarwai (Varanasi), Dr. M. R. .Thau- 
war (Varanasi), Dr. G. D. Aggruwal (Varana.si) — 
Projiosed hy Dr. B. S. Mehta (Varana.si); Seconded by 
Dr. M. G Garg (Dellii). 

Tliere being no other nominatioas Dr. K. P. Tiwari, 
Dr. L. R. Mehta. Dr. K. P. Aggarwal, Dr. M. R. 
Jhauwar and Dr. G. D. Aggarwal were declared 
elected. 

Item No. 7: To elect Office-bearers and 5 members 
from amongst Central Council members 
to the Corerning Council of the IMA 
College of General Practitioners as per 
Constitution of the College. 

Hony. Secretary of the College: 

The following nomination was made : 

Dr. P. K. Banerjee (Delhi)—Proposed by Dr. M. G. 


Garg (Delhi); Seconded by Dr. Pran Nath Anand 
(Delhi). 

There being no other nomination, Dr. P. K. Banerjee 
was declared elected. 

Tico Hony. Joint Secretaries of the College: 

The following nominations were made: 

Dr. O. P. Kapur (Delhi), Dr. N. K. Khosla (Delhi)— 
Proposed by Dr. P. K. Banerjee (Delhi); Seconded by 
Dr. D. S. Mehra (Delhi). 

There being no other nomination. Dr. O. P. Kapur 
and Dr. N. K. Khosla were declared elected. 

Five representatives of the Central Council on the 
Governing Council of the College: 

The following nominations were made; 

1) Dr. A. Bapiraju (Visakhupatnam), 2) Dr. Siva- 
nappa (Bangalore), 3) Dr. Sadhu Chand Vitiyek 
(Perozepore), 4) Dr. A. K. Taridoii (Lucknow), 5) Dr. 
V. K. Khanna (Sikar), ti) Dr. P. S. Sood (Farrukha- 
bad)—Proposed by Dr. Bimal Kr. Chakravarty (Cal- 
cuita); Seconded by Dr. P. U. Tnvedi (Ahnu dabad). 

Dr. A. K, Tandon withdrew his name. Dr. A. Bapi¬ 
raju, Dr. Sivar.appa, Dr. Sadhu Chatul Vinyek, Dr. 
V. K. Khanna and Dr. P. S. Sood were declared 
elected. 

Item No. B: To elect lO members jmm amongst the 
members of the Central Council to serve 
on the "Subjects Cummiitee" of the uSrd 
All India Medical Coiijcrence (u.s per Dye- 
law ST-D): 

1) Dr, M. V. Kri.shna Reddy, 2) Dr. Bijoii Da.s (C'al- 
eutta), Dr. A. J. Shelal (Bombay), u Dr. Mrinal 
Nandi (Souili Calcutta), 5) Dr, Dcbe.-ai Muklierjce 
iCalcuita), ti) Dr. D, S. Mungaker tBombay), 7) Dr. 
Avtar Singh Arora (Amritsar), U) Dr. C. B Bhu.^karan 
(Madras), Sh Dr. R. L. Goel (Bhopal), 10) Dr, U. K. 
Singh (Allahabad). 

ItemNo. 9:7'o appoint auditors: i) Headquarters 
Office, iij Journal Office, ivj "Your 
Health", tc) "Apka Swasthya". 

(i) Headquarters Office: 

On a propo.sal made by Dr. D. S. Mehra (Delhi) 
and seconded by Dr. M. G. Garg (Delhi) M/s. R. K. 
Khanna and Co., Chartered Accountants, New Delhi, 
were appointed Hony. Auditors of the Association 
(Headquarters) at New Delhi for the year 1977-78 on 
the same terms and conditions. 

(ii) Journal Office: 

On a proposal made by Dr. M. G. Garg (Delhi) and 
seconded by Dr. S. Kundu (Howrah) M/s. G. Basu 
and Co., Chartered AccountanLs, Calcutta were 
appointed Hony. Auditors of the A.ssoeialion (Journal 
Ollice) at Calcutta for the year 1977-78 on the same 
terms and conditions. 

(iii) "Your Health": 

On a proposal made by Dr. S. Kundu (Howrah) and 
seconded by Dr. M. G. Garg (Delhi) M/s. G. Basu & 
Co., Chartered Accountants, Calcutta, were appointed 
Hony. Auditors of the Association ("Your Health") at 
Calcutta lor the year 1977-78 on the same terms and 
conditions. 

(iv) "Apka Swasthya": 

On a proposal made by Dr. B. S. Mehta (Varanasi) 
and seconded by Dr. J. J. Sood (Delhi) M/s. Chaltcrjee, 
Chartered Accountants, Varanasi were appointed 
Hony. Auditors of the Association ("Apka Swasthya”) 
at Varanasi for the year 1977-78 on the same terms 
and conditions. 
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Item No. 10: To appoint Hony. Lepal Advisor :i) Head¬ 
quarters Office, ii) Journal Office. 

(i) Headquarters Offici: 

On a proposal modo by Dr. D, S. Mehra (Delhi) and 
seconded by Dr. M. G. Garg (Delhi), Shri K. L. Arora, 
Advocate. Supreme Court, Delhi, wa.s appointed a.s the 
Hony. Legal Adviser of the Association (Headquarters) 
at Delhi. 

(ii) Journal Office: 

On n proposal made by Dr. S. Kundu (Howrah) 
and .seconded bv Dr D. S. Mehra (D(‘lhi). Shri R. K. 
Del), Solieitar, Calcutta, was appointed Hony. Legal 
Adviser of the A.s.-^ociation (Journal Office) at Calcutta. 

Item No. 11: To consider proposed amendments to 
Uiilcs and Bye-laws of the IMA and 
Constitution of IMA College, of General 
Practitioners. 

The amendments to Riile.s and Bve-laws of the IMA 
and IMA College of General Practitioners were 
postponed. 

Item No. 12 : T(i rnn.’sider resolutions brought forward 
by Workiiip CoTninittee ; 

None 

ItemN'.KlrTo ron.ndrr resolutions brought forward 
by Stale and Territorial Brant hes. 

Non* 

Item No. 14: To consirlcr resolutions brought foricard 
by Loral Branches : 

(A) 1. The resolution as given notice of by Dhakuria 
Brare h .and movc'd by Dr. Debesh Mukherjee (C.alcutta) 
Was referred to the Subjects Committee. 2. The reso¬ 
lution of Dhnkuri.a Branch (Beng.al) involved change 
of Rule nod was not allowed to be moved. .1 The 
sugge.slion was referred to the Working Committee. 
4. Th(' re.solution was referred to the \Vorking Com¬ 
mittee r>. This involved change of rule.s, hence w.ns 
not allowed to be moved <i. Referred to the Working 
Committee. 

(B) 1 & 2. The resolution.s proposed by Midnapore 
Branrh (Bengal .Slate Branch) w'cro dropped in the 
absence of any mover. 

(C) 1. The resolution proposed by Razole Branch 
(.A.P.) wn.s withdrawn by Dr. .T.snaki Rama Rao, Presi- 
denl, Razole Brareh in view of an identical resolu¬ 
tion passed earlier by the Central Council under the 
heading "Quarkery A. Action Committee”, 2. The re.so- 
lution proposed bv Razole Branch was withdrawn by 
the President of Razole Branch. 

Item No. 15 : To consider Resolutions brought forward 
by Indhndual Members: 

Resolutions proposed by Dr. M. D. Khannpurkar 
(Bhusawal)~(l) Involved change of rule and was not 
allowed to be moved. (2) Resolution regarding timing 
of programmes during the Annual Conference, given 
notice of by Dr. M. D. Khannpurkar was withdrawn in 
view of the explanation that those instructions arc 
alwa.y.s given to the Organisers of the Conference. 
(.3) Withdrawn by the mover. 

Item No. 16 : To consider invitations of local branches 
for holding All-India Medical Confe'^ence 
in 1978 as per Bye-law 17: 

The Hony. General Secretary informed the Mouse 
that there were five invitations received: 1) Kanpur. 
2) Patna. 3) Muzaffarpur. 4) Cochin. 5) Meerut. 

The Meerut Branch withdrew their invitation. The 
Hony. General Secretary informed the house that the 
Working Committee recommended the name of Cochin 
Branch. IT)? bouse accepted the recommendation of 


the Working Committee to hold the next Conference 
at Cochin. 

Item No. 17: To transact any other business brought 
forward with permission of the chair. 

With the permission of the Chair, the following 
resolution proposed by Dr. A. K. Tandon (Lucknow) 
and seconded by Dr. Bijon Das (Cakutta) was passed 
unanimously: 

a) That the Current R:iving Bank and Fixed Deposit 
Accounts of the Indian Medical As.sociation be operated 
jointly by the Hony. General Secretary (Dr. M. G. 
Garg) or any one of the Hony. Joint Secretaries at 
New Delhi (Dr. L. D. Malhotra and Dr, J. J. Sood) 
with the Honorary Treasurer (Dr. Pran Nath Anand) 
or the President (Dr. J. V. R. Sarma). 

b) That the Hony. General Secretary, Indian Medical 
Association (Dr. M. G Garg) or any one of the Joint 
Secretaric-s. Indian Medical As.socia1 ion, New Delhi 
(Dr. L. D. Malhotra ami Dr. J, J. Sood) be autnorised 
to buy, sell, endorse, transfer, negotiate and/or other¬ 
wise deal with Government securitifs standing in the 
name of t)u' Indian Medical As.so('iation, jointly with 
the Ilony. Treii.''’urcr, Indian Mc'dical A.ssociation (Dr. 
Pran Nath Anand) or the President (Dr. .1. V, R, 
Sarma). 

c) That the impre.st aec'ount of the Journal of the 
Indian Medical A;:.sociation at Calcutta be operated 
.lomtly by two of tli(> foUowin.g officers, viz the Hony. 
Editor (Dr Bbii.skar Roy Choiidburyi, the Hony. Asso¬ 
ciate Editors (Dr. Pradip Kr Mujamdar and Dr. Gouri 
Pada Dutta) and the Hony. Secretary of the Journal 
of the IMA (Dr. Salyendu Kundu). 

d) Thai the accounts of "Your Health” of the Indian 
Medical Association .at Calcutta be operated jointly by 
two of the following oITlcers, viz the Ilony. Editor 
(Dr. Dinaljandu IJanerji'e) the Hony. A.ssociatc- Editors 
(Dr Amiy.a Kr. Chatlerjee and Dr. Bim.al Kr. Chakra- 
varty) and the Hony. Secretary of i,!ie "Your Health” 
(Dr. Satyendu Kumlu). 

c) That th(' aeenunis of "Apka .Swasthya” of the 
Indian Medical A.ssocirit'oii. willi the Punjab National 
Bank, Varanasi be operated jointly by Ihe Hony. 
General Secretary (Dr. M. G. Garg) or one of the 
Hony. Joint Secretaries at New Dellii (Dr. L. D. 
Malhotra and Dr. J. J. .Soodi with the Hony Trea.surer 
(Dr. pran Nath Anand) I’vlA or tfie President (Dr. 
J V. R. Sarma). 

f) That the imprest account of "Apka Swastliya” of 
the Indian Medical A.s.sociation, v/ith the Punjab 
National Bank, Varatia.si tie ojierated jointly by two 
of the following ofliee.rs, viz. the Ilony. Editor (Dr. 
B. S. Mehta) and Hony. A.ssociatc Editors (Dr. D. 
Majumdar and Dr R. K. Dutta) and the Ilony. Secre¬ 
tary "Apka Swa.sthya” (Dr. D. R. Thukral). 

g) That the accounts of "Aiik.'. Swa.sthya" of the 
Indian Medical As.sociation, willi the New Bank of 
Ind=a, Varanasi be operated jointly by tlie Hony. 
General Secretary (Dr. M G. Garg) or one of the 
Joint Secretaries at New Delhi (Dr. 1.,. D. Malhotra 
and Dr. J. J. Sood) with the Hony. Treasurer of the 
Indian Medical Association (Dr. Pran Nath Anand) or 
the President (Dr, J. V. R. Sarma). 

h) That the imprest account of "Apka Swasthya" 
of the Indian Medical A.s.sociation, with the New Bank 
of India, Varanasi be operated jointly by two of the 
following officers, viz. the Hony. Editor (Dr B. S 
Mehta) and Hony. A.s.sociate Editors (Dr. D. Majum¬ 
dar and Dr. R. K. Dutta) and the Hony Secretary 
"Apka Swa-sthya” (Dr. B. R. Thukral). 

i) That the Saving Bank and Fixed Depo.sit Accounts 
of the IMA College of General Practitioners be 
operated jointly by the Hony. General Secretary 
(Dr. M- G. Garg) or any one of the Hony. Joint Secre- 
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tarles at New Delhi (Dr. L. D. Malhotra and Dr. J. J. 
Sood) with the Hony. Treasurer, IMA (Dr. Pran Nath 
Anand) or the President (Dr. J. V. R. Sarma). 

The Central Council placed on record its apprecia¬ 
tion for exemplary manner in which the President, 
Dr, A. P Shukla, the Sr. Vice-President Dr. A. K. 
Dutta and the Viee-Pre.sidents Dr. S. R. Girirajan and 
Dr, R. G. Gour conducted the affair.*) of the Associa¬ 
tion. Dr. P, C. Bhatla, Dr. M. G. Bhide and Dr. J. 
Majumdar, Pa.st President, IMA and several members 
praised Dr. A. P. Shukla for the able manner in 
which he guided and steered the Association during 
his year of office. 

Appreciating the services of Dr. D. S. Mehra in 
particular, who was relinquishing the office of the 
Hony. General Secretary. Dr. A. P. Shukla remarked 
that in Dr. Mehra, he found a thorough gentleman, 
and a devoted and selfless worker who served the 
Association so well. He wished him success and hoped 
his services will continue to be available to the Indian 
Medical Association. 

Dr. A. P. Shukla while thanking for the compli¬ 
ments, expre.s.sed that he would continue to take 
active interc.'rt in the affairs of the Association. 

He a’so thanked the members of the Counc il and the 
membership in general including the office-bearers of 
the Association and the members of the .staff in the 
Headquarters Office and Journal Office and other 
Office,’) for the co-operation extended to him during 
the year. 

Dr. D. S. Mehra, Ihe Hony. General Secretary, 
thanked the President and mc'mbers of the A.ssocia- 
lion for having given him an opportunity to serve the 
A.ssociation during the last 22 years. He was grate¬ 
ful for the co-oi)(*ra1ion and affection he had received 
during his two years tenure as Honorary Gc'nc’ral 
Secretary and was glad that he could do something 
for the profc'.wion and the As.socintion in a mo.st 
humble w:iy He thanked Presidt'nt Dr. Shukla for his 
guidiince that he provided him in his desy-to-dny work. 
H' niacTp .special mention of his c'olieagues in office 
Piirtioil.irlv Dr. M, G Garg who was taking over from 
I.ra the miintle of Hony. Genc'ntl Secretaryship and 
who. iie was confident, will carry it on most (‘flu iently. 

He ai'io thanked the offieo-stuff at Headquarters 
fifflce ami .rniirnal Office for their co-operation. 

In flic* end Dr. Mehra assured the House of his con- 
tiniiecl iin.'cii'ty to serve the profession. 

The Central Couneil thanked the Government of 
Mah.-irashtra, the local authorities at Bombay, the 
Bombay West Suburban Branch of the IMA. the 
Chairman (Dr. Suresh C. Sheth) and Organising Secre¬ 
tary (Dr. Arvind M. Shahl and members of the Recep¬ 
tion Committee for the facilities and courtesies ex¬ 
tended to the Ccmtral Council for holding meetings 
and Confort*ncc. A special mention was made of 
Shri R. L. Nanavati for the courtesies extended by him. 

With a vote of thanks to the Chair, the meeting 
came to a clo.se. 

Sd/- Dr. A. P. Shukla Sd/- Dr. D. S. Mehra 

President Hony. General Secretary 

Indian Medical Association Indian Medical Association 
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XXV IMA Study Tour to Bangkok, Hongkong, 
Manila etc. 

The Indian Medical Association/IMA College of 
General Practitioners announce the IMA Study Tour 
to Bangkok, Hongkong, Manila, Singapore and Kuala 
Lumpur. This tour will provide opportunity to the 
participants to attend World Medical As.sembly being 
held on 13th November 1978 at Manila and to visit 
medical institutions/hospitals to meet colleagues in 


different spheres to share experience and exchange 
views on current medical topics. The Tour will be 
operated by; M/s. Travel Corporation (I) Pvt. Ltd., 
"Jeena House", 50 Hanuman Road, New Delhi. 
Tel. 310905, 384842, 383481. 

Eligibility: 

Membership of the Indian Medical As.sociation 
and/or the IMA College of General Practitioners for 
SIX months or over. Families may accompany. Pre¬ 
ference to Fellows and Life Members of the College. 
Registration: 

On "f’irst come first served basis”. Open w'ith 
immediate effect. 

Tour Cost: 

Rs. 9,200.00 per person. 

Fare : 

The fare Includes 'economy-class’ air transporta¬ 
tion between Delhi - Calcutta - Bangkok - Hongkong- 
Manila - Singapore - Kuala Lumpur - Madras - Bom¬ 
bay - Delhi, transfers and sightseeing by motor eoach 
with English-speaking guides. Accommodation will be 
provided at standard grade hotels or .similar in double 
rooms. Meats will be provided everywhere which 
include: 

(i) Continental breakfa.st, (iit Lunch, (iii) Dinner- 
vegetarian or non-vegetarian (No spci-Lal menu will 
be served!. The fare also includes the per cent 
Travel Tax, cost of .surface tran.sportiition and US 
Dollars 300/- from the Foreign Travel .Scheme ;illow- 
ance which will go to pay for the cost of accommo¬ 
dation, meals and sightseeing abroad and which all 
partii ipants have to .surrender to Travel Corpora¬ 
tion (I) Pvt. Ltd Tour co.st also includes IMA ad¬ 
ministration charges. 

The fare does not include any chnn.gc in air fare, 
incre.nse in the co.st of land arrangement, cost of US 
Doli.irs 200.00, pas.sporl and visa charges, items of 
P'T'^onal nature etc. 

Detailed in.strurtions about baggage, clothing, 
travel doeuments, etc., and the registration form may 
be had from the Hony. General Secretary, IM.A 
Headquarters, IMA Hou.se, I. P. Marg, New Delhi 
110002. The registration form, compleb' in all details 
ha.s to be submiiled with a deposit of R.s. 2,000/- per 
person by Demand Draft drawn in favour of Indian 
Medical Association (cheques not accepted) as early as 
possible. The balance amount will have to be paid at 
least 4 weeks before departure. Booking will close on 
1st October 1978. 

Branch Notes 

BENGAL STATE BRANCH 

Howrah Branch—At the annual general meeting 
held on 13-11-77 the following were elected office¬ 
bearers for 1977-78: President—Dr. Basudev Maitra ; 
Vice-Presidents—Drs. Sunil Kumar Mittra, Gtrindra 
Prosad Ghosh and Aditya Prosad Chatterjee: Hony. 
Secretary—Dr. Joykrishana Mondal. Jt. Secretaries— 
Drs. Sudhir Kumar Banerjee, Prasanta Kumar 
Mukherjee and Lakshmi Naran MuUick; Members of 
Executive Committee—Drs. Anil Kundu, Bhupendra 
Nath Takhur, P. K. Roy, Ramanath Bhattacherjee, 
Ashok Kumar Mukherjee, Dayamay Manna, Nakules- 
wor Haider. Dwijendra Lai Ghosh, Bisweswar Ghosh, 
Alok Kumar Mondnl, Salil Kumar Mondal, Debabrata 
Paul and Paritosh Banerjee; Members of State 
Council—Drs Damodar Dutta, Dulal Chand Dee, 
Satyendu Kundu, Anil Kundu, Shyama Prosad Dutta, 
Lalmohan Ghosh and Jaykrishana Mondal; Members 
of Central Council—Dr. DandapanL Banerjee, Sudhir 
and Nepal Roychowfjliury. 
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"Judging by evidence from 
blood levels, plain aspirin has 
been shown to bo roughlv half 
as rapidly effective as soluble 
aspirin". (1} 

Bacauaa soluble aspirin is more 
rapMiy absorbed than ordinary 
aspirin into the blood (2) it 
benefits your patients by 
providing effective and sustained 
relief of pain, and reduction of 
fever and inflammation, in a 
significantly shorter time than 
ordinary aspirin. 



Plasma concentrates ol 
acctylsalicylic acid obtained in . 
ten healthy volunteers after oral ■ 
administration of soluble 
i aspirin and the equivalent 
'amount of ordinary a.spitin. 

Being soluble. Disprin also 
presents loss risk of gastric 
irritation than ordinary aspirin, 
fiensp it is safer for use at the 
l igi te r doaagee and for the long 
porlPdB required in the treatment 
of Miaannutory disorders, 

Disprin—setuble aspirin of the 
best quatity. 

Disprin—the pcrwerful. reliable 
analgesic, antipyretic 
and anti-inflammatory. 
Disprin can be taken dissolved 
HI hatf a glass of wuior. or 
swaMowed in the usual way. 

K[:i 

RecMtt Ct Colman of India Limited 
41 ClKwringhee Road. Calcutta 700071 
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functions... 


to meet the challenge 
to treat the patient 



brand of frusemide 


Tablets • Injections 

(40 mg) (20 mg per amp) 


is rational for its:- 

• producing rapid improvement, 

• providing relative safely, 

• confirming dependable results, 

• competitive price, 

• rapidly growing bibliography. 



Please refer to medical brochure for product information on 
indications, dosage, precautions and availability. 



Alembic Chemical Works Co. Ltd. 
BAR0DA-39Q 003. 


DIURAL 

singularly effective diuretic 



*uh!l^be^^ twh;* a month, .'\iinual Subseriptlon : Inlitod Jts. 'IS -: ForelgnJls. Pbr 


Single copy: Iniard Rs. 21-; FlrelfB R& 4 
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LIVOTOINE 

Improves hepatic function 


COMPOSITION \ \ 

Each 5 ml contains: \ \ 

Sodium Phosphate I.P. 350 mg 
Sodium Benzoate I.P. 140 mg \ ^ 
Cascara Dry Extract B.P. 90 mg \ 

Bile Salts B.P.C.'54 90 mg V 

Kalmegh Liquid Extract I.P. 0 5 ml 
Kuliakhara (Asteracantfia longifolia Sp) 

1:10 Decoction 0.75 ml 
Randhuni (Celery) 1:1 Liq. Ext. 0.05 ml 
Methi (Foenum-graecum) 1:2 Liq. Ext. 0.15 ml 
Total Alkaloids of Kurchi I.P. 2.0 mg 
Ethyl Alcohol I.P. 9.5% by vol. 

Syrup & flavour q.s. 


EAST INDIA 
PHARMACEUTICAL 
WORKS LIMITED 
6 Little Russell Street 
Calcutta 700 071. 














Are your staff 
doing fime? 










Laboratory equipments like centrifu¬ 
ges, autoclaves, ovens, electromagne¬ 
tic valves, etc. if switched off by 
electronic timers there is 100% 
accuracy in the operational time 
period, and the technician can attend 
to other works with a free mind too. 

Leztz Electronic 

Digital timers can switch on/switch 
off/reconnect an equipment or any 
operational device at preset hours, 
minutes, seconds, milli or micro-sec¬ 
onds and repeat the operations at set 
time intervals. — 

On connection and discon¬ 
nection, they give you audio 'beep- 
beep' signal or photo signal at your 
control table, if you so desire. 

They exhibit the time flow 
visually in 12 mm. glowing beautiful 
pink colour digits. 

A few other LEZTZ products : 
Fluorescence Microscopes; Aflat- 
oxin determining electronic instru¬ 
ments, metered Ultraviolet Flood 
Tubes and Electronic Ozone Gene¬ 
ration Units for thorough steriliza¬ 
tion, and Metal Detectors. 


|ALL\OUHA/E 
i ID DOS ASK 



ELECTRONICS AND 
INSTRUMENT DIVISION 
POST BOX 4008 
NEW DELHI-17 


Cjcpott anquirits : JR NAHAR. 56 Pf*m Court Padder Road, BOMBAV-26 • TEL 359688 
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Orogyl 

^v(Metron 


tablets 

(Metronidazole I P 200 mg & 400 mg ) 


FROM THE MANlH^ACTURraS OFTH 

metronid 


specially formulated for better patient 
acceptability and therapeutic action in: 


* Amoebiasis 

* Trichomoniasis 

* Giardiasis 

* Acute Ulcerative Gingivitis 

* Dracunculosis 

MARUTED RV 


PACKING 

• Orogyl 200 mg 
Strips of 10 tabs 

in Boxes of 10 strips 

• Orogyl 400 mg 
Strips of 10 tabs 

in Boxes of 10 strips 

■Also available as Orogyl Syrup 



THE FAHOEAL CORPORATION (PRIVATE) ITO. 

>42/48 Swsni VivRkanwiila Road, Jagaibwari Bombay 400060 


MADE IN INDIA av 

ANAWD SYNTHOCHEM PRIVATE LTOm manpada road dqmbivli taluka kalyan dist thane 


4D 

I 
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While his dink is 
h^Mi^ him Id save lives, 

UCOBANK is hdpii^ 

him to buy equipmoit. 



UCOBANK has been 
pursuing a scheme to help 
professionals invest 
profitably and at the same 
time serve the society 
beneficially. Among these 
professionals, doctors figure 
prominently. Many doctors 
nave received substantial 
loans from UCOBANK 
either to set up or 
modernize their nursing 
homes or clinics, or to 
purchase equipment or to 
renovate their consulting 
chambers. 


\_ 



Commeidal 

Bank 

Hdpii^peo|deto!Ki^ dieinsdves-i»ofitaUy 
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BLEEDING CONFIDENTLY CONTROLLED 
WITH UNSURPASSED HEMOSTATS.. 

CHROMOSTAT 

HEivi6pLAsfir!i' 

CAPROSTAT 


Literatures available 
0(1 request 



LIFE PHARMACEUTICALS (P) LTD. 

3/2S, Orient Row, Calcutta>17. 


OTHER PRODUCTS OF MERIT 
CHR0MER6EN • ELNEURON • IMERGEN • 0>ALER • ELOXYME 
FLUMAZIN • ELSORBIN • ELYVIM • METRINA • PARABUTAZONE 
PARABUTAZONE Forte e PARAOXYPHEN e SEOAL 
TEN8ERENE • ELCHIN e ALKAPYRIN e MIXCARMIN 
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A NEW PORTRAIT 
OF A COMPETENT 
ANALGESIC... 



The Analgesic—Calmative, That Brings Sure Relirt 
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Complementary Products 
in microbiotherapy 


LACnSYN 

restores the flora 


maintains the 
balance 



LACTISYN —diarrhoeas including 
non-specific diarrhoeas aphthous 
stomatitis pruritus am vaginitis hypo 
and achlorhydria, post-operative 
period after intestinal surgery 
infantile diarrhoea vomiting and for 
weight gain in children, hepatic 
encephalopathy, chronic constipation 
as an adjuvant to specific 
antiamoebic therapy 

Each ampoule contains m lyophiiized form 
LaetobtciUus laetis 490 million 

Loeiobacillus acidophilus 490 million 

Streptococcus thermophilus . 70 million 

Streptococcus lectis . 10 milho r 


LAVIEST —along with antibiotics to 
prevent superinfection as a source 
of Vitamin B complex in B complex 
deficiency diseases chronic 
flatulence and disbiasis 

h 

Each capsule contains 
Dried Yeast Powder 260 mg containing not 
less than 10 million living cells of i 

Seecharomyees Cerevisiae P 


? 
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FRANCO-IMDIAN 
PHARMACEUTICALS PVT. LTD. 

20 Or E Woses Road Bombay 400 011 
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Acfvsrtiiino Kamp 


NEW SPMYCMpSCOPE 


ANPLIFm Ur TO 
lOMTkNfS 
HOOD PRBSWC 
AND HRART 
SOUNDS 
Nats 
OIAGNOIIS 
EAST 

New HK 2 modri, new «>i(h Heaif.ro{ir ind duiJ daecves-' faolltiei Uffp't tw« 
riiftliedi cl kleW preiiu'-e mmurfrrvcnt. (I) Wuhoiit >iPtl>oKepr A? ^•iirddUtvs, 
flitltiMg li|lit on (hp Aticretd dl4l. with eudiHe hitvp, indieatrt Systolic/Dttiielic 
(li With ptiii; m kinMirati, luppfled, ampliripv iip tn >000 the actual Mood 

prpiiuif sjundi. trein first '‘thud" to phase 4,'S “ifisappearuij*' sound ¥olwmr eonirol 
10 Sint uicn prcltrenr* fhe lensmwiiy is iueh that the weakest sounds rr.a/ be heiid . 
will detect a r>iu(oh(. at low as 20,J0 mmllCi. A sw.ith i, prcaj-sed to switch out 
bkep With optional Ilear'icepe iransriurtr this is siii>si|f plugged mie the irtirii* 
mvnt a*iJ itiPd IS an eremarv sieihocrope <r.r tnanjr hundn 0 (i'‘i«t a* ,'li'i<aiir'ft of fI c 
heart and * best seands, volmne centrolled Ihc MeiPtscepc Is s>. ciiMin ertd th.ti )i 
can be easil)'left m i'tu en t recumbanc patient, for *i>oniiorinq pjrt>«''t''S Wish 
optional i*(end set of b.iiiurals ard Y tube lonnec'cr (r i oual diSfnos's, ipsrhing 
eir «f blond pressure and heart sounds The tram,Ijcet Cuff ha« ari .ddisirnal iipsp. 
ensrtiinx lirn noH'slip appInuMOn CP ihf brarhial arierjr long sir linse is S'lpphed to 
facilitatP easp of usa The unit n Sohd state clecuonin. hoLsnd in » t.i 'gh sabinei with 
table siaiid ia> i ying nandla Power >s supplied hr Sv barteriei 

OinieASiortt 7 4a2vl f Weighs 2 i lb Supplied wiih iiard fp« rpri^irg cast 
PRCt £79 #6 AlbPOSl/iNiUA fd SO lOpiional Hearucope CiidO. Optional 3nd 
^ft einaurali and Y tube £4 S0| Ptesse wriie for pro forma inVoir" 

ANDREW CTEPHENS CO. HEDiai ELEaRONICS 

41 DICKSON ROAD, BLACKPOOL, FNGLAND 


CLASSIFIED ADVERTISEMENT 

I. H. A. HEHBERS 

Your Attention Please I 

We Invite your orders on short anneun* 
cement as Apparatus for Sale, Situation Vacancies, 
Marriage & Party, Books & Publications, Career 
& Business etc enclosing the payment. In cheque, 
crossed In favour of “Indian Medical Association 
(Journal A/e )." 

Charges for Classified Advertisements will be 

Rs. 12/- per column line ( 5 cm. wide). 

Minimum charges : Rs. 60/* for 5 lines or less. 

For furtiier details, please write to: 

Hony. Secretary, 

JOURNAL OF 

TH^INOIAN MEDICAL ASSOUATION, 

53, Creek Row, Cdcutta-TOO 014. , 


traimino in acupuncturb 


Indian Acupuncture Rflieardi Centre (aSSated to 
<aLh.w.. Modical Rewnreb OSotre, Hong Kong) 
iti ilnt trainbai prognunme^ command 
dng aboedy. 

For detolM biformotien^-cancoctt 

Dr. A. L. ^ILAWAL. CtobiBm. 

OOHAM ACOnmCltlR^ RESEARCH dim 

XaMaeanan.1lnipiir*4KO01 04.?.).^. ; 











IMSTRUMENTATION FOR 
DIAGNOSTIC AND RESEARCH 


E.E.Q. and POLYOlUrHY; . 


TMINrblxTREEGATBDUPIJXVAR^ 

TR Photo and phono athnutoioi^ 

Unit; avarager and atknulato r tor .fy **<*^ 
RETINOGRAPH TR. UnK tor aMcUorotimgraphy (wco r d er 
scope, stiinulator). OTOTEST. Unh tor ateetronyatamo. 
graphy (racordar, panduiar stinnulator) 

E.M.Q. and Funatlonal RaMIMon: . 

MYOOYNE. Etac ti omyo gra ph. 1,2 or 3 channata with buiii- 
in stinMilalor. MobHa or pombla. 

ECHOORAPHY: w . .4 „ 

ECHOVARTR. Echoancaphalooraphy for diagnostic and 
research. OPHTALMOXTR Echoopbtalmography and eye 
biomatartog ECHO B. Direct achotomography of internal 
organa or brain. ECHO CAROIL Cardiac echography for 
diagnostic and raaaarch 

E.C.R. and Nonaadynando Contral: ^ 

CAROIOUTE. Autonomous ataetioeardiograph. fully iransis 
torizad CAROIOVAR TR Electrocardiograph. 2 3 01 6 
channala. BAROYAR TR Eleotronic manometer MINIS- 
COPVARTR ALARM. Elactrocordioacopa tor survey m 
operating theatre and kitanaiva carat. 

BLiCmOMlYBIOLOOVt ^ , 

POLYGRAPH. Raooedar. 4 to 16 channels, tor alectrobiology 
and pharmoooloay T^EVAR. Telameiering on 4 to 16 
channels rrfTtQ.. E.M.G. E,C.G signals AMPLIOR TR 
2 oharmala angdiflar unh tor mlcro-elactrodes-scope toi 
phyaMegy. PHYSIOVARTR.Stimulntorwlth 2 mdspen^nt 
outputs. CATHOMATIC Camara for oscilloscope on 35-60 

StSm and StnMng Agtnts tn indU 

WMgBg/KKM KHEMKA INSTRUMENTS 

f^^dmpMr* ^ani Calcutta 700 01 
■■■■NIMHHH Cdiia: MINILMGER, Phona 447678/79 

rataa: KHEMKA CA 7295/2167 
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A GROWING 
CONCERN 
FOR IHE 
WORLD'S 
GOOD HEAL1H.. 


medimpex 

Hungarian Trading Company 
tor Pfiarmaceutical Products 

H/1808 :;iapL''-: 5. 0 Pl:V ’ Hu'aj 
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* Chemical Wor)<' o' G‘ 


Chinoin r’hc).;‘;i:iCi'.'I 
WorK.', Ltd 

[iqyt Pharrtiaca ',t (,,!i VC'i'i-,' 
h 0'(1 (t t* i‘ t': j i VVI;' K r 11 

Chemic )i W itk-. Wr i.'i.j) 

AlkalvJida Cttc''iL.;il 
Pliylaxiu Vt-L'TiL , V hioiuLc 

i'uffs Co 

Insiifolr; lor Se:- ikLw'o'ioi 

tico a-'d 


h.iMn.ii.eiitiLol pro ■ 
; the prrphJCt 

'.•V' e ks i!'i riutKpi: k 
do,oi Richter L'lJ 

■ il rind Chr.rrnical 




That s what M(^dimpe>. : commiUed to for 
all these years Providing the basic pharnis- 
CfrrjtiChl products the pharmacrutical in¬ 
dustry cannot do without In as many as 
82 countrifs the yvorld ovc. Only to give 
the world a new le ise ot life 

Medimpex sbprnhe ■ Antibiotics Anliiubet 
■ lular Agtrms Eryor Alkaloids. Hormones 
Vitamin;. Mophine Alkaloids Organic 
!: ■.tr.ic's Chers'iorherapfnitics Sera and 
'.'.iccii)es Vi't.'oinary Seia and Medicines 
Feed ElupphTinjirts ■■ viao o' aimost' .go brt 
.'thles.s listing thoin 

Some of thes'e ,,o' iile ivi in fact Al' 
exported thicugt, Mr-dimpex the Hunqaria''; 
hading comD.ir.v Ka 
i.iucti, 

Mf'dimpi.'x IS entiti o., 
f xpraits o' ailth.sse Ics'd: 
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when waves of sumalir, syniptoiiis syqqesl depression 


FILMCOATED TABLETS 


TRYPTANOL 

(amitriptyline hydrochloride MSO) 

highly effective in most patients with depression 

■ combines Nghiy effective antidepressant action with marked 

anxiety-reducng properties , 

> usually relieves depressed mood and accompanying anxiety 

• especidly useful when insomma is present 

a usually relieves the functional somatic complaints of depression 

■ offers a wide margin of safety, addiction has not been reported 

• single-drug therapy 

• simple once daily dosage 

SupphoS TRYPTaSol IB Buppliod aa film coatod tablata In atrip foil packs of 10 a 10 a 
EachtatmcontainalOnHI orasmg of amitriptylino hydrochtorida 
Noto Datailad infomiation la available to phyaleiana on ratniaat. 


NAseMti mooea O ImuRF iwtai SBW 

DISK bulB • VbUab LiBtIMd 


where todap*t theory is tofflorroMr*s thenpy 
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THEY BOTH ARE THE MTEST AND THE BEST 


GASTRIC IA.CER: 

“Of 16 patients with radioiogicaliy 
demonstrable Gastric ulcer, 8 were treated 
with Oeglycyrrhizinated Liquorice prepara¬ 
tion... while the remaining 8 patients 
received placebo treatment. Complete ulcer 
healing occured in 5 of the 8 patients 
receiving the active preparation, but in 
none of the patients in the control group... 
No patient showed signs of fluid retention 
or electrolyte upset." 

(R.I.Ruu«U and J.E.N.Dicki«, J.Thar. ISSB. 2 2) 

COMPOSfTON 

Each Capsule contains: . 
Deglycyrrhizinated Liquorice 400 ,rng. 
(Containing less than^-i Glycyrrhizic acid) 

PRESENTATION 
iSottes of 15 and 100 Capasules 



DUODENAL ULCER: 

"Deglycyrrhizinated Liquorice or a placebo 
were given to patients with duodenal ulcer 
Of 28 who received the active medication, 
25 were improved, and in 22 the irpprove- 
ment was rated as good. In rome instancw 
improvement was confirmed radioiogicaliy. 
The drug appeared to have spasmolytic 
effect. In six patients with gas^ic ulcer, 
extensive healing occured in each case 

(S.N.Tswari and F. C.T«mbal(»wiM, Gut, 1966, 9 48) 


Manufactured in India by: 

ALKEM LABOBATORIES 
PRIVATE LMITQ) 

702-A. Poonam Chambers. Dr. A B. Road. 
Worli, Bombay-400018. 

9 RaatUHed Trade Mark 
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* Hoflicks is the nourishing answer 
after surgery as protein tissue is 
broken down ari^ weight is tost. 
Though appetite is also suppressed 
for a few days. Horlicks is accepted. 
Horlicks contains adequate proteins 
and calories to hasten convalescence 
and restore normal health. 

* In the undernourished. Horlicks builds 
up the patient to stand operations. 

* Horlicks contains 14% protein 

8% fat.72% carbohydrates; and. has 
the nourishing goodness of full- 
cream milk, golden-ripe wheat and 
malted badey. 

* Horlicks is a free from insoluble residue 
end contains nothing to irritate the 
mucous membrane of the digestive 
tract. 

* Horlicks is manufactured by a special 
process which ensures that tfie natural 
enzymic action is continued so that 
the finished product is partially 
predigssted. . 


Horlicks is easy tO prepare. This is pf 
value in the sick room where freshly 
prepared food at frequent iniorvals 
is necessary. 

Doctors alt over the world have been 
recommending Horlicks tor nearly 
100 years. For real nourishment and 
extra energy. 



HORUCKS --The Great NcMtrisher 

HorUeks i* ■ AtcliienMl Trade MaiS. 


HsM-ltnAl 





^itfntmbtg 16 , 1976 


J. I. Mi A. Advertiser 



Erythromycin stearate is safe 
ends more effective 
antibiotic especially agairwt 
ataphyloeoccal infections. 

Of the available forms of 
Erythromycin, the stearate is 
preferred because 

a) It dissociates rapidly into 
active Erythromycin in the 
body fiuid, providing 
optimum biood levels. 

b) The stearate is safe and 
generally does not induce 
cholestatic jaundice of 
other adverse symptoms* 
in the dosage 
recommended. 

c} Moreover, the cliidcai 
response to estolate is no 
better than that to 
Efythromycin stearate. 


Dosage schedule 250 to 
500 mg every six hours for 
S-7 days. 

Precautions Usage in 
pregnancy—safety for use in 
pregnancy has not been 
established. Patients with 
pre-existing liver disease 
should be carefully followed 
to determine if changes in 
hepatic function occur during 
Er^hromycin administration. 
In this event. Erythromycin 
should be discont nued. 

fof hnllttr MomMon writ* M- 

HMh»l SarvloM 
DIvlilen. 






STEARATE 

FILM-COATED TABUETS (260 mg) 


ANTINGfnCS UMnCD 

(A aevtrnimni of Indn Eniepnio) pimpn. Puna 411 01B 



HNDUSIAN ANTBOICS. BETT® DRUGS FOR AAORE PEOPLE FOR LESS. 

Sista's HA-140-1 A/78 
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Announcing 
The New... 




The smaHest cardioscope in the woridi 


riM Minicard ts unique m that It will instantly display the electrocardiograph by simply moistening the electrodes with water or saheaand 
placing the instrument directly on the chest over the heart No patient cable is required For long term use during transport the instrument 
U strapped down Hal over the chest The Minicard will operate instantly when the start button is pressed With sell contained Nickel 
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Observations on the Effect of Some Oral Contraceptive 

on the Ovary of Rat 

PURNIMA GHOSH*, ARUNANSU DASGUPTA**, P. R. ROY*** 

[Received for publication May 13, 1976] 


The population explosion has affected the eco¬ 
nomy of the world in all respects. Numerous 
methods of family planning have been advocated 
in recent years. Since the introduction of steroidal 
contraceptives by Pincus (1965) in the fifties of 
this century, such oral contraceptives have gained 
maximum popularity. In contrast to the sequential 
therapy of the earlier times the current approach 
is to use a combination therapy. 

The present study was undertaken to note the 
possible histomorphological changes in the ovary 
under chronic use^ of such oral" contraceptives. 

Material and Method 

Twenty-one virgin female rats of Charles Foster 
strain weighing about 120-130 g. were considered 
for the study. The animals were maintained on a 
standard diet containing 20 per cent protein before 
and during observation: Atta-10 kg., chatu-2 kg., 
whole milk powder-200 g,, sharkliver oil-200 ml., 
groimd-nut oil-200 ml., calcium carbonate-50 g. 
Sodium chloride-50 g. and vitamin mixture-225 
ml. (stockpreparation); 15 g. of stock preparation- 
20 per cent protein. 


*M-Sc. (Cal.), Junior Research Fellow, Indian Council of 
Agricultural R^arch, New Delhi 

**M.Sc,(Cal.). Senior Re.search Fellow, Council of Scientific 
and Industrial Research, New Delhi 

***B.Sc., M.B.B.S. (Cal.), Ph.D.(St. Andrews), Centenary 
ftofessor and Head ofthc Department of Anatomy, University 
College of Midicioe. Calcutta University and Supervisor 


Twelve animals constituted the control group. 
The remaining 9 animals were used for the ex¬ 
periment and were divided into three groups of 
three each (groups I, II and III). The animals of 
the experimental groups were injected with a prepa¬ 
ration of a mixture of megestrol acetate 5.0 mg. 
and ethinyloestradiol 0.03 mg. in 1 ml. of ethyl 
olcalc in a dose of 0.15 mg. per 100 g. of body 
weight intramuscularly for 5 consecutive days 
every week with 2 days’ gap for a period of 1,2 and 
3 months rcspcclivcly. The parenteral route was 
selected to avoid variation of absorption of the 
drug from the gastro-intestinal tract. 

The animals (3 control and 3 treated) were sacri¬ 
ficed 24 hours after the last injection at the end 
of 1st, 2nd and 3rd month respectively. The ovaries 
were removed, weighed, fixed in 10 per cent neutral 
formalin and embedded in paraffin. Sections were 
cut in a rotary'microtome at a thickness of 6 micron, 
taken on glass slides and stained by the following 
n'ethods: 

[a) Haematoxylin and eosin, (b) Verhoeff’s 
(1908)fmcthod for connective tissue staining, and 
c) Kluver and Barrera’s (1953) teachnique for 
ipid. 

Observations 

Boity weight in relation to ovary —The relation¬ 
ship of weight of ovary to that of body weight 
as a whole is shown in Table 1. The weight of the 
ovi^y was found to be diminished throughout 
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Table 1—Showing thk Rklationship of the Weioht of the Ovary with that of the Body as a Whole 


Preparation Mean average weight Mean average weight Ovary/body weight Change in per cent P value 

of animal of ovary (g.) ± SD of body (g.) i SD ratio of weight from control 


Cootrol 

0 0848 ±0.0032 

198.0±7.0 

0.00043 ±0.00006 



End of 1st month 

0.0470±0.0026 

173.01:9.0 

0 00027 ±0.00010 

37.21 

Not significant 

End of 2nd month 

0 03201:0.0018 

t60.0±8.0 

0.00020 ±0 00003 

53.49 

Not significant 

End of 3rd month 

0.03001:0.0020 

157.0 ±5.0 

0.00017 ±0.00004 

60.47 

Not significant 


the period of the experiment. The dimmution 
was most marked by the end of the 1st month 
but was less so by the end of the 2nd and 3rd months 
respectively following the injection of the drug. 
The ovary/body weight ratio was 0.00043 ±0.00006 
in the control and 0.00027d:0.00010, 0.00020± 
0.00003 and 0,00017±0.00004 respectively at the 
end of the 1st, 2nd and 3rd months. The change 
in percentage of the ovary/body weight ratio from 
control, on the other hand, was 37.21 per cent, 
53.49 per cent and 60.47 per cent respectively at 
the end of the 1st, 2nd and 3rd months. The results, 
however, were statistically insignificant which 
might be due to the small size of the experiment. 

Histopatiiology: 

A. Control—rhe normal structure of the control 
ovary shows the maturing graiifian follicles, corpora 
lutea and stromal cells with connective tissue 
(Fig, 1,H. & E., X100). Fig. 2 (Kluver Barrera method, 
X KX)) shows the normal lipid content of the stroma, 
graafian follicle and corpus luteum. In the corpus 
lutcum, the lipid activity was more in the central 
zone indicating greater steroidal activity in that! 
region. 



Fig. 1—Showing PhotomicrografH of Control Ovary 
WITH Maturing Graafian Follicle (GF), Corpora Lutea, 
Stromal Cslu anU Connectivs Tissue . 



Fig. ."I—.Showing Photomichograpm of CaviRoi, Ovary 
WITH Normal Lipiij Content of Stroma (ST), 
Graafian Follicle (GF) and Corpus Luteum 


B, End of 1st month—The graafian follicles and 
corpora lutea showed different degrees of atrophic 
and degenerative changes without any appreciable 
change of their numbers (Fig. 3, Kluver Barrera 
method, xlOO). The connective tissue fibres were 



Fig. 3—Showing Photomioiograph of Ovary with 
Variable Atrophic and Degenerative Changes iN 
Graafian Folucle (GF) and Corpora Lutea (CL) ; 
PZ-Peripheral Zone, CZ-Central Zone 
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slightly increased with relative decrease of stromal 
cells. There was also associated increased vascularity 
of the organ and congestion of the vessels. The 
lipid content of the graafian follicles, corpora 
lutea and stroma, on the other hand, was greatly 
reduced. 

C. End of 2nd mon/A—The graafian follicles and 
corpora lutea were markedly atrophic, reduced 
in number and showed progressive degenerative 
changes. There was associated increase of the 
connective tissue fibres (chiefly collagen) with 
relative decrease of the stromal cells and increased 
vascularity and congestion of the blood vessels 
(Fig. 4, Verhoeff’smethod, xlOO). All the afore.said 
changes were more pronounced than those of 
the 1st month. The lipid content was reduced 
as in the previous month. 



Fig. 4—Showing Photomicr-ooraph of Ovary with Pro- 

GUES.SIVE DBCENERATWli CHANGES IN GRAAFIAN FOI.LICl.i;.S 
AND Corpora Lutea (CL/D), Increased Connictivf. 
Tissuu Fibres (CT) and Congestion of Bi.ood Vessels 

(BV) 



Fig. 5—.Showing Photomicrograph of Ovary with 
Degenerated Graafian Foi.i.icie (GF/D) and Corpora 
Lutea (CL/D), Inoeased Connective Tissiie Fibres 
(CT) AND Diminished Stormai. Ceu-s (ST) 

in the rat for 5 consecutive days every week with 
2 days’ gap was to simulate the use of the same 
clinically in the human for 3 weeks with one week 
gap, since in the rat the ovarian cycle is completed 
in 5 days. 

Sarwal et al. (1970) observed that under conti¬ 
nuous influence of oestrogen and progesterone, 
the superficial keratinised layer of the vaginal 
epithelium was found to be absent and associated 
with oedema and decrease of stroma. De Vir- 
glliis and Standacher (1971) observed atrophic 
changes in the ovary following prolonged use of 
oral contraceptive in the rat. Myhre (1972) observed 
a reduction of the number of follicles with de¬ 
crease in the size of ovaries and luteinised stromal 
cells. He further noted neoplastic growth in the ovary. 

In the present observation, there was a gradual 
increase of the connective tissue fibres with rela¬ 


D. End of 2rd 'month—The graafian follicles , 
andcorpora luteajwere almost completely degene- 
rated and'absent (Fig. 5, Verhoeff’s method, xlOO). " 
The few, which^werc still present, fhowed gross dege- ' 
nerative changes, much greater than those of the 
2ndJ month. The connective tissue fibres (chiefly 
collagen) were' greatly increased and were more 
than the...previous month with reciprocal diminu¬ 
tion of the stromal cells. The increased vascula¬ 
rity and congestion persisted as bef-ie. The lipid 
content was also greatly reduced as i the previous 
month. 

Discussion 

In the present study, the ovaries, under conti¬ 
nuous influence of a mixture of oestrogen-pro¬ 
gesterone preparation, showed well defined pro¬ 
gressive changes. The rationale of using the drug 


tive decrease of the stromal cells indicating a pro¬ 
gressive fibrotic change of the ovary with gradual 
loss of its functional importance. The graafian 
follicles and the corpora lutea became' gradually 
atretic and degenerated. The aforesaid changes, 
coupled with fibrotic reaction, were responsible 
for the progressive atresia, smaller size and loss 
of weight of the ovaries. The observations are in 
agreement with those of De "Virgiliis and Stinda- 
chcr (he. cit.), Sarwal et al. (he. cit.) and Myhre 
(he. cit.). 

The present observation, furthermore, showed 
that the lipid content of the stroma, graafian follicle 
and corpus luteum of the ovary was markedly 
reduced after the end of the 1st month; this reduc¬ 
tion, however, was very little after the end of the 
2nd and 3rd months. This reaction could be due 
to the lack of FSH and LH, which not only stimu- 
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lates the synthesis of steroid but also takes part 
in the lipid transport through adenyl cyclase system 
(Williams, 1970). 

It has been proved that continuous administra-^ 
tion of oestrogen, even in moderate doses, causes 
ovarian atrophy due to inhibition of pituitary 
function (Cout^o and Maia, 1972; Pujol-Amal 
et al.f 1971). In the present experiment, the in¬ 
crease of connective tissue fibres, atrophic changes 
of the follicles and reduction of the size of the 
ovary are corroborative in this respect. Whether, 
this is an irreversible reaction or not has yet to be 
established and needs more detailed observations 
on the enigmatic reactions and tissue response 
after withdrawal of the drug for a prolonged 
period. Furthermore, the increased vascularity 
and congestion of the organ might be either due 
to the action of the drug or simply nature’s protec¬ 
tive mechanism to remove the debris and to heal 
by fibrosis or both. 

Conclusion 

In conclusion, it may be stated that a long term 
use of oral contraceptives may lead to permanent 
ovarian dysfunction which is a matter of serious 
consequence and should be investigated thoroughly 
for proper re-evaluation. In spite of the manifold 
advantages, such combination therapy has some 
important drawbacks which are of great clinical 
importance requiring more critical assessment. 

Summary 

Contraceptive preparations have made a major 
break through in the control of the world popula¬ 
tion and family planning. In addition to their high 
rate of success, the preparations have created a 
panorama of medical problems. In the present 
study, attempts have been made to observe the 
efiects of prolonged use of some oral contracep¬ 
tive on the histomorphology of the ovary. 

Virgin adult female rats of Charles Foster strain, 
weighing about 120-130 g. and treated with pre¬ 
paration of a mixture of raegestrol acetate 5.0 mg. 
and cthinyloestradiol 0.03 mg. in 1 ml. of ethyl 
oleate in a dose of 0,15 mg. per 100 g. of body 
weight intramuscularly for 5 consecutive days 
every week with 2 days’ gap for a period of 3 months. 
The ovary-body weight ratio was insignificantly 
diminished throughout the period of the experi¬ 
ment. The ovaries showed progressive atrophic 
and degenerative changes of the graafian follicles 
and corpora lutea with associated decrease of the 
stromal cells and marked reduction of the lipid 
content; there was concomitant increase of the 
ji. connective tissue fibres, chiefly collagen and vas¬ 


cularity of the organ along with congestion of the 
blood vessels. The mechanism of action of the 
drug and its effects have also been discussed. 
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lofluence of Premedication 
with Diazepam, Prochlor¬ 
perazine and Triiiuproma- 
zine on Blood Glucose Level 

A. K. PAUL*, B. BHATTACHARYA** 
[Rsoived for piiUication Joly 2(1,1976] 

Influence of various types of common premedi- 
cant drugs like morphine, pethidine," atropine, 
promethazine, etc., have been studied to some 
extent (Jaffe, 1965; Mehta, 1971), but the newer 
and at the some time popular premedicant drugs 
like diazepam, prochlorperazine and trifluproma- 
zine have not been much investigated so fax as 
their efiect on blood glucose level is concerned. 


Medical College and Hospitals, Calcutta 
* M.B.B.S., D.A., M.S. (Anaesth.), Anaesthetist 
**M3.B.S. (Cal.) House Surgeon 
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The present study aims to find out the influence 
of these premedicant drugs on fasting blood glucose 
level in normal subjects and then to assess the 
physiological implication by analysing them statis¬ 
tically. 


Material and Method 

One hundred adult patients of either sex await¬ 
ing elective surgery were investigated in the present 
study. The patients with obvious metabolic diseases 
or those suffering from fever or electrolyte im¬ 
balance were not included in the study. None of the 
patients received blood or glucose infusion at 
least for 48 hours before the investigation. All 
patients were under 40 years of age and non¬ 
diabetic. Though the glucose challenge test was 
not done to exclude unrevealed diabetes, but their 
fasting blood gluco.se levels (70 to 110 mg. per 
100 ml.) were within normal limits (Wylie and 
Churchill-Davidson, 1972). 

Tfic patients were divided in 4 groups consisting 
of 2‘i cases in each according to the type of pre- 
medication. 

Group A—no premedication; served as con¬ 
trols. Group B -diawpam, 10 mg. IM. Group C- - 
prochlorperazine, 12.5 mg. IM. Group D—tri- 
flupromazinc, 10 mg. TM. 

The patients were allowed to take light meal in 
the previous night at 8 PM and thereafter no food 
was given. At 7 AM on the following day fasting 
venous blood sample was taken for estimation 
of blood glucose level followed by injection of 
premedicant drug. At 8 AM the second blood 
sample was taken one hour after injection. The 
patients in group A received no premedication, 
but the blood samples were drawn similarly as in 
the other groups. The blood glucose level was 
estimated by the method of Asatoor and King 
(cited by Varley, 1969) by one of the authors (B.B.). 

Results 

Table 1 shows average age and sex of the patients 
of various groups and also mean values of initial 
blood glucose levels. The initial blood glucose 
levels were found to be within normal physiological 
range. 

Table 2 shows effects of the drugs on blood sugar 
levels. 

It is evident from Table 2 that in control group 
there was progressive fall of blood glucose level 
in prolonged starvation. But in premedicated 
patients there was little and insignificant rise of 
blood glucose level. 

Table 3 shows that when the blood glucose 
levels in groups B, C and D were compared with 


Table 1—Showing the Aob, Sex and Initial Biood Glucose 
Level of the Patients Studied 


Group No. of Average Male Female Initial 

patients age blood 

(years) glucose 

(mean in 
mg. %) 


Control 

25 

33.40 

15 

10 

74.08±5.82 

Diazepam 

25 

36.34 

14 

11 

80.4 

±0.72 

Prochlorperazine 

25 

35.12 

13 

12 

76.3 

±3.7 

Triflupromazine 

25 

34.84 

12 

13 

74.0 

*4"2*S 


Tabi^ 2—Showing the Efft^gts of ntE Drugs on Blood 
GL ucoae Level 


Group Mean change‘t’value P-Ievel Significance 

Control -7.2±1-1 6-36 <0-2% Significant 

Diazepam 1 il’® 0.56Insignificant 

Prochlorperazine 2 ±2-4 0.73 >10% Insignificant 

Triflupromazine 3.6i;2.7 1-5 >10% Insignificant 


Tabu 3—Showing Relationship of Mean Changes of Blood 
Glucose Level 


Group 

‘t’value P-level 

Significance 

Control w diazepam 

3.6 

< 1% 

Significant 

Control vs prochlorperazine 

3 

< 1% 

Significant 

Control vj; triflupromazine 
Prochlorperazine vs triflu- 

4.1 

<0.1% 

Significant 

promazine 

0.4 

> 10% 

Insignificant 

Prochlorperazine vs diazepam 

0.03 > 10% 

Insignificant 

Vriflupromazine vs diazepam 

0.08 > 10% 

Insignificant 


group A (control) there were statistically signi¬ 
ficant relationship. But the relationships became 
quite insignificant when the blood glucose levels 
of patients with different premedications were 
compared with each other. 

Discussion 

The effect of premedication with diazepam, 
prochlorperazine and triflupromazine bn fasting 
blood glucose level was not much studied earlier. 
The results obtained so far regarding the effect 
of phenolhiazinc derivatives on blood sugar level 
differ widely. De Blasi (cited by Mehta, loc. cit.) 
observed a decrease of blood sugar level with the 
use of 50-100 mg. of promethazine. Amidsen (cited 
by Mehta, loc. cit.) found an abnormally high 
blood sugar level during treatment with repeated 
doses of chlorpromaane. Prochlorperazine and 
triflupromazine are 2 phenothiazine derivatives 
popularly used as anti-emetic agents. These drugs 
are nowadays being used extensively in pre-ana¬ 
esthetic mecUcation (Dobkin and Parkin, 1960; 
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Shciner, 1962; Welzler, 1962; Saha and Pramanik, 
1974). 

Diazepam, a benzodiazepine derivative is in 
common use as minor tranquilliser, hypnotic and 
anticonvulsant and at present widely used in pre¬ 
anaesthetic medication as it better relieves pre- 
operative apprehension and anxiety (Wylie and 
Churchill-Davidson, loc. cit). Haslett and Dundee 
(1968) thought it to be superior to morphine, 
pethidine, pentobarbitone and several phenothia- 
zinc derivatives so far as relief of pre-operative 
anxiety and stress arc concerned. 

In the present series, all attempts were made 
to allay the pre-operative fear, anxiety and appre¬ 
hension by means of jire-operaiive visit with adequate 
persuasion and reassurance. Of course, all the 
premedicant drugs which were used, were anxioljrtic 
and were administered one hour before operation 
on the day of the study. 

Saton and Iwamoto (1966) observed an increase 
in blood sugar level in rats by using chlordiaze- 
poxide. Lambert et al. (cited by Mehta, loc. cit.) 
and Navarranne et al. (cited by Mehta, loc. cit) 
observed no abnormality following treatment with 
diazepam on psychosomatic patients. Mehta (loc. 
cit.) used atropine and diai^pam together in pre¬ 
medication and observed a significant fall of blood 
sugar level, but he could not pinpoint the cause 
which might be cither due to pre-operative starva¬ 
tion or due to specific effect of the drug on carbo¬ 
hydrate metabolism. 

In the present study in control group there was 
significant fall of bloc^ glucose level which showed 
only the effect of prolonged pre-operative starvation. 
This initial fasting blood glucose level was 74.08 
mg. per cent±5.82 in II hours of fasting and an 
additional one hour of fast resulted in further fall 
of 7.2 rag. per cent. ±1.1. In other groups, pre- 
medication with either of diazepam, prochlorpera¬ 
zine and iriflupromazine caused insignificant little 
rise of blood glucose (Table 2), but when com¬ 
pared with the control group the differences became 
quite significant (Table 3). Though diazepam, pro¬ 
chlorperazine and triflupromazine caused rise of 
blood glucose level in ascending order of potency, 
but their specific effects on carbohydrate meta¬ 
bolism when compared with each other became 
statistically insignificant and thus behaved more 
or less in the same manner. Mehta Qoc. cit.) of 
course pointed out that “most of the premedicant 
drugs produce a rise in blood sugar”. 

Thus it can be concluded from the study that 
prolonged pre-operative starvation causes pro¬ 
gressive fall of blood glucose level but the pre¬ 
medicant drugs like diazepam, prochlorperazine 
and triflupromazine prevent this fall to some degree 


and even cause little and insignificant rise of blood 
glucose level. These changes were within the range 
of physiological variation and thus the drug do 
not apparently produce diabetogenic effect in 
normal subjects when used as premedicant. 
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Management of Chronic 
Renal Failure 

P. SEN* 

Chronic renal failure is defined as a persistent 
end stage of renal failure with glomerular filtration 
rate (GFR) below 25 per cent of normal, persisting 
for more than 6 months. This may result from 
diverse aetiological factors of which glomerulone¬ 
phritis and chronic pyelonephritis are the most 
common offenders. Three broad therapeutic ap¬ 
proaches are available at present which are inter¬ 
dependent on each other, namely conservative 
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raanagement, regular intermittent dialysis and 
renal transplantation programme. 

It must be emphasised that conservative treat¬ 
ment is very useful as it can be applied to all patients 
with chronic renal failure without the need for 
costly and sophisticated apparatus and it can effec¬ 
tively support a patient till the renal function is 
one per cent of normal. It should be remembered 
that the facilities for intermittent haemodialysis 
and renal transplantation are extremely limited even 
in highly advanced countries, and only 0.5 to I 
per cent of patients with chronic renal failure may 
benefit from this. Hence in a developing country, 
like ours, there is a place for well planned conserva¬ 
tive management supported by good laboratory 
facilities and a well informed dietitian in the manage¬ 
ment of end stage of irreversible renal failure. 

Conservative Management 

Tite conservatve management of chronic renal 
failure includes dietary measures with low protein 
inti'. ".6 of high biological value, careful maintenance 
of fluid and electrolyte balance including control 
of hypcrkalaemia and acidosis, rigid control of 
hypertension and cardiac failure, removal of factors 
which interfere with renal function, like uriiuiry 
infection, obstruction to the genito-urinary tract 
or use of nephrotoxic drugs and symptomatic 
treatment of various complications like anaemia, 
bleeding, gaslro-intestinal haemorrhage, neuro¬ 
logical symptoms, osteodystrophy, gout and pruritus. 

DIETARY management: 

The fundamental principle of dietary regimen 
is the supply of adequate calories and restricted 
amount of proteins of high biological value con¬ 
taining essential amino acids. The reduction of 
protein intake should be commensurate with de¬ 
clining renal failure. Thus, 18 to 20 g. protein intake 
is needed for a patient with a GFR of 3 ml./minute 
01 less, 25 to 30 g. for a patient with a GFR of 
5 ml./minutc and 40 g. for a patient with GFR 
of 7 to 10 ml./minute. It is best to give this 20 
to 40 g. protein in the form of Gicrdano-Giovanetli 
diet (Giovanetti and Maggiore, 1964) in which 
one or two cups of milk with one egg is given as a 
source of protein with high biological value and 
rest of 2000 calories (30 calorie per kg.) of the diet 
is built up with carbohydrate and fat in a ratio of 
3:1. With such a carefully constructed low protein 
diet of high biological value it has been shown 
that the protein catabolism is prevented, the GFR 
improves, the gastro-intestinal symptoms of uraemia 
is ameloriated and the patient can get back to his 
feet and return to work. Thus, milk and rice, curds, 


boiled eggs, sweetened cream, honey, clear jam 
or jelly and baked potatoes and other vegetable 
supplements provide good source of calories for 
patients with chronic renal failure. Since the diet 
of these patients is often deficient due to anorexia, 
it should be properly supplemented by vitamin 
intake, and haematinic supplements with ferrous 
sulphate 300 mg. 2 or 3 times a day and folic acid 
5 mg. once daily should be provided. 

regulation of water, electrolyte and acid base, 
balance: 

Fluid -The optimum fluid intake should be 
individualised depending on the urine volume and 
clinical state of hydration of the patient. As a 
general principle, it should be equal to the previous 
days urine output plus the estimated insensible 
fluid loss (5-10 ml./kg. body weight). If the patient 
is grossly overhydrated with very little urine volume 
the intake should be drastically cut down. One of 
the loop diuretics like frusemide or cthacrynic acid 
may be helpful in such a situation and large doses 
of frusemide up to 1 to 2 g. daily may be used orally 
or parcnterally in the presence of renal failure. 
More often, patients with chronic renal failure are 
polyuric with 2 to 3 litres of urine output daily and 
dehydrated. In these cases, sodium and water« 
restriction is not necessary and adequate supply 
of salt and water should be provided. The clinical 
state of hydration, the blood pressure, the body 
weight record and the serum electrolyte estimation 
should serve as guideline for the amount of salt 
and water to be given. 

EUxirulyics- \ high scrum potassium level is 
common in advanced chronic renal failure. Usually, 
it is best dealt with by reduction of oral potassium 
intake to 30 mEq. or less per day. The food stuffs 
which contain large amount of potassium like 
fresh fruits, fruit Juices, cocoanut water, vegetables, 
nuts, cocoa or chocolate should be avoided. Vege¬ 
tables may be consumed after having boiled them 
first and discarding the water which is rich in potas¬ 
sium. A careful watch should be kept on rising 
values of serum potassium level by frequent bio¬ 
chemical estimation and EEG control. When 
values in excess of 6 rnEq.^. are found, oral cation 
exchange resin preferably in sodium or calcium 
cycle (like sodium polystyrene) .should be given 
in 15 to 30 g. doses mixed with 50 per cent glucose 
or 70 per cent sorbitol every 4 to 6 hours. If hyper- 
kalaemia of lethal proportions develops (serum 
potassium above 7 mEq./l.), the patient should 
immediately be given sodium bicarbonate Solu¬ 
tion-8.4 per cent and 50 per cent dextrose with 
20 units of soluble insulin intravenously, which 
may help the shift of potassium into the cells. 
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Calcium gluconate 10 per cent 20 ml. should also 
be given in order to counteract the cardiotoxic 
effect of potassium. These are all temporary 
measures and if serum potassium still goes up 
above 7.5 mEq./l., the patient should be subjected 
to dialysis. 

Acit/osis—Patients with advanced chronic renal 
failure is often associated with metabolic acidosis 
which may manifest clinically by acidotic or 
Kussmaul’s breathing. This should be corrected 
by oral administration of sodium bicarbonate— 
3 to 6 g. as powder dissolved in 50 per cent dextrose 
solution as drinks or one sixth molar sodium lactate 
solutions. Calcium carbonate, 5 g. per day, has 
also been used specially when administration of 
sodium is contra-indicated. In severe acidosis, 
sodium bicarbonate should be administered in¬ 
travenously and the amount of bicarbonate re¬ 
quired in mEq. may be calculated from 50 per cent 
of body weight in kg. x bicarbonate deficit (i.e., 
27-serum bicarbonate content). As one ml. of 
8.4 per cent sodium bicarbonate solution is equi¬ 
valent to 1 mEq. of bicarbonate, the dosage may 
be easily calculated. 

control of hypertension and cardiac failure: 

Hypertension is often difficult to control in 
advanced chronic renal failure. Salt overloaded 
patients are more refractory to the standard anti- 
hypertensive drugs and malignant hypertension is 
common in end stage kidney disease, irrespective 
of the aetiology of the initial disease. This un¬ 
controlled volume dependent hypertension can 
be effectively treated with a vasodilator like dihy- 
dralluzinc sulphate 25 to 100 mg. daily with fruse- 
mide in doses up to 2 g. orally daily (500 mg. fruse- 
mide tablets, now available, may be useful). To 
this regimen, raethyldopa may be added in doses 
of 0.5 to 2 g. as necessary. For maintenance therapy, 
choice lies between hydrallazine hydrochloride, 
methyldopa and clonidine hydrochloride combined 
with frusemidc. Propranolol in doses up to 1 g. or 
more per day is sometimes useful as an adjunct 
therapy specially in cases with high renin level, 
but seldom it is so effective in severe renal hyper¬ 
tension and it should not be used in the presence 
of cardiac failure. The untihypertensive drugs tend 
to accumulate progressively in the presence of 
renal failure and therefore it is wise to increase 
the dose of hypotensive drug slowly. About 5 per 
cent patients with intractable hypertension, not 
controlled by drugs and dialysis, may require 
bilateral nephrectomy. 

^Uncontrolled volume dependent hypertensive 
patients often present with cardiac failure which 
may be further complicated due to the presence of 


severe anaemia and hyperkalaemia and these 
cases may be treated with intramuscular hydralla¬ 
zine hydrochloride (10-40 mg.) or diazoxide with 
intravenous frusemide up to 1-2 g. Digoxin may 
be used in very small doses taking care of renal 
clearance, the maintenance dose should be half 
to one third of normal amount. 

management of complications: 

(1) Haematological—The treatment of refractory 
anaemia of chronic renal failure is unsatisfactory, 
which may be due to bone marrow depression, 
haemolysis, diminished erythropoietin production 
or blood loss. Patients often have an iron deficiency 
anaemia and they may be treated by iron and folic 
acid supplements. Parenteral iron therapy may be 
helpful as oral iron absorption may be unpredict¬ 
able. The anabolic steroids e.g., nandrolonc 
phenylpropionate 25 mg. twice a week and test¬ 
osterone may be used to stimulate erythropoiesis 
due to their protein anabolic effects. Blood trans¬ 
fusion may be tried if the patient is severely anaemic 
or having bleeding manifestations. The dis¬ 
advantages of blood transfusion is volume over¬ 
load, introduction of infection like malaria, viral 
hepatitis and syphilis and sensitisation by donor 
lymphocytes and antibody formation which may 
interfere with future transplantation programme. 

(2) Gartfo-intestj/ifl/—Anorexia, nausea, vomit¬ 
ing, hiccup, constipation and diarrhoea are common 
gastro-intcslinal complications due to uraemic 
gastritis and colitis. These patients are helped by 
modified Giovanetti diet (Giovanetti and Maggionc, 
loc. cit.), non-magnesium containing antacids 
(aluminium hydroxide gel), chlorpromazinc 
hydrochloride 10 mg. thrice daily and metoclo- 
pramide hydrochloride which effectively controls 
troublesome vomiting and hiccup. 

(3) Bone and joint-Azotaemic osteodystrophy 
in the form of osteomalacia, osteosclerosis and 
osteitis fibrosa cystica due to secondary hyper¬ 
parathyroidism may complicate long standing 
cases of chronic renal failure. These patients may 
complain of intractable bone pains and is diagnosed 
1^ radiological bone changes especially in spine 
(Rugger-Jers spine). 

The treatment comprises prophylactic adminis¬ 
tration of calcium lactate or gluconate orally with 
aluminium hydroxide gel which binds phosphate 
in gut and thus lowers serum phosphate level. Be¬ 
sides, vitamin D, (calciferol) may be administered— 
10,000 to 20,000 units daily or 3 lac to 6 lac units 
parenterally once a month, if serum calcium levd 
is low. If there is evidence of secondary hyper¬ 
parathyroidism, the patient should be carefully' 
evaluated in consultation mth a surgeon for possible 
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role of parathyroidet^omy. Cotfectiom of metabolic 
acidosis, as discussed earlier, is also helpfiil in the 
control of bone changes. 

Joint pms in the form of gout or pseudogout 
may arise as a complication of Tronic renal failure. 
If serum uric acid level is elevated, it should be 
treated by aliopurinol, 100 mg. thrice daily. Pseudo¬ 
gout may be effectively treated by colchicine, 0.5 
mg. every 4 to 6 hours. 

(4) Neurological—Metabolic encephalopathy often 
complicates a case of chronic renal failure mani¬ 
fested by increasing drowsiness, stupor, coma, 
tremor and occasionally convulsions. Ihe convul¬ 
sions which may be dramatic in onset should be 
treated with diazCpam, 10 mg. intravenously or 
phenytoin sodium, loO mg, intravenously and later 
on orally. Uraemic neuropathy may occasionally 
present as intractable burning sensation and pain 
in limbs, hyporeflexia and decreased motor function 
detected by delayed nerve conduction velocity. 
Diazepam, 5-10 mg. orally or vitamin injections 
may be tried. But, often this is an indication for 
dialysis. 

(■''t J/ifections—The patients with chrome renal 
failure are very much prone to various infections 
with opportunistic microbes and pulmonary and 
urinary infection with septicaemia often occur us 
dread^ complications, i^picillin, erythromycin, 
chloramphenicol, co-trimoxazxile, gentamicin sul¬ 
phate arc usually used in such a situation, the dosage 
being adjusted according to blood level and creati¬ 
nine clearance. Tetracyclines, nitrofurantoin and 
cephdlosporin-N should be avoided. 

(6) Prur/titf—Pruritus may manifest as a trouble¬ 
some complication of advanced chronic renal 
failure. Us pathogenesis is not clear and may not 
be related to metastatic calcification in majority of 
cases. Local application of calamine lotion and 
small doses of chloropromazine (10 mg. thrice 
daily) or chlorpheniramine maleate (2 mg. thrice 
daily) often reduce the intensity of itching. 

CORRECTION OF PREnPITATING FACTORS: 

Various aggravating factors like urinary infec¬ 
tion, obstructive uropathy, water and electrolyte 
imbalance due to vomiting and diarrhoea and 
inadvertent use of n^hrotoxic drugs may further 
jeopardise renal function in a patient with chronic 
renal disease. A patient with chronic renal failure 
should be carefully evaluated for the presence of 
these precipitating factors, correction of whidi 
materi^ly improves renal function in these patients. 

Regular Intermittent Dulysis 

During the last decade, newer techniques have 
evolved whidi can prolong life indefinitely by 
2 


regular intermih^t dialysis and cmitually can 
offer cure by renal transplantation and this has 
raised great hopes to the unfortunate victims of 
terminal and irreversible renal failure, who were 
previously condemned to death. It must be 
emphasised that peritoneal dialysis is of limited 
value in prolong^ intermittent dialysis therapy 
for chronic renal failure and regular efficient haemo¬ 
dialysis has become the major pre-occupation of 
nephrologists in affluent countries. With limited 
resources at our disposal and very few haemo¬ 
dialysis centres in this country, it is hardly feasible 
to offer prolonged intermittent haemod^lysis to 
many patients, unless it is linked with renal trans¬ 
plantation programme. 

Indications —The indications for dialysis in chronic 
renal failure are based on clinical manifestations 
and biodiemical parameters. Patents With features 
of progressive encephalopathy, pericarditis, pul¬ 
monary oedema, neuropathy and bleeding mam- 
festation, blood urea level above 200 mg. per cent, 
serum creatinine level over 10 mg. per cent, serum 
potassium level above 7 mEq/1. and serum bi¬ 
carbonate level less than 13 mEq./l. are suitable 
candidates for dialysis. 

D/o/ysis—Regular haemodialysis ^ requires a 
ready access to vascular system (by arteriovenous 
shunt or subcutaneous AY fistula), a suitable low 
volume dialyser and a dialysate delivery system 
with safety monitors. A suitable dialysate should 
be sterile and has a composition of Na-134 mEq./L 
K-2 mEq./l. chloridc‘102 mEq./l. Ca-3 mEq./l. 
Mg-1 mEq./l., acetate or lactate-3S mEq./l. a^ 
glucose l.S, 4 or 6.5 per cent. The most popular 
schedule of dialysis, at present, is 3 sessions of 
10 hours per week on a good quality dialyser. 

Com/i/icatibfu—Patients on maintenance dialysis 
are confronted with many complications like hyper¬ 
tension, pulmonary oedema, haemopericardium, 
myocardial infarction and viral hepatitis and mora¬ 
lity may be around 10 to IS per cent per year. 
Chronic complications like peripheral neuropathy, 
bone disease, anaemia and psychosis may lead to 
considerable morbidity. Patients on peritoneal dia¬ 
lysis face further complications like peritonitis, 
haemorrhage, bowel perforation, pulmonary col¬ 
lapse and ascites. 

Expense—lAmg term maintenance haemodialysis 
therapy, either at home or m hospital, in a case 
of clonic renal failure involves hug$ expenses. 
The approximate expense for dialysis in a hospital 
is Rs. 6000/' per month, for home ffialysis Rs. 1500/- 
per month and the cost of importing a single 
p^ient dialysis system is about Rs. 75,000/- which 
very few patients in this country can afford. 
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Renal Transplantahon 

Human renal transplant operations have become 
a well documented procedure for the treatment 
of terminal renal failure. The surgical tedmique 
and basic immunosuppressive drug protocols are 
fairly well standar^sed at present. 

Selection of patient-Only patients in terminal 
stages of du’onic renal failure (GFR 2 mL/minute 
or below) should be considered as possible candi¬ 
dates for renal transplantation. In general, adults 
are most suitable recipients; small children, elderly 
people and patients with systemic disease like 
diabetes mellitus, disseminated lupus erythemato¬ 
sus (DLE), etc., should be avoided. 

Donor—A suitable donor may be a blood related 
or non-related living donor or a cadaver from whom 
kiilneys are removed within one hour of death. 
Good results (Murray et al., 1971) are obtained 
with a live blood related donor with same ABO 
group and a good match on tissue typing using 
human leucocyte antigen. 

Complications—The complications of renal 
tramsplantation are mostly related to rejection of 
the transplant and the immunosuppression therapy 
which makes the patients more prone to infection 
and also related to technical problems of transplant 
surgery. 

The rejection of transplanted kidney is prevented 
by the use of immunosuppressive drugs like corti¬ 
costeroids, azathioprine and cyclophosphamide and 
patients should be nursed in a sterile unit with 
arrangements for barrier nursing. 

Summary and Conclusion 

It should be realised that the three methods of 
treatment of chronic renal failure, viz, conservative 
management, regular intermittent dialysis and renal 
transplantation are not mutually exclusive, rather 
they are complementary to each other. In the early 
{diases of renal failure, conservative treatment is 
suitable for the support 6f the patient. When 
renal, function deteriorates, further regular inter- 
miUmit dialysis therapy on the artificial kidney 
ot renal transplaidation is needed. In general, for 
a person below the age of 55, kidney transplan¬ 
tation ofEers the best chance of rehabilitation at a 
lesser cost, provided the kidney is available from 
a blood relat^ donor with idratical blood group 
and suitable tissue match. In elderly patients and 
those with systemic disease, the complications 
from renal tran^lantation appear to be formidable. 
In such situations, intermittent home dialysis may 
tie advised which is a very opstly affair. 

In conclusion, chronic renal failure is quite a 
connnon disease condition and poses a great thera¬ 
peutic problem in India today. It is axiomatic that 


conservative treatment is nnsatisfkctory and dialysis 
and transplantation are at the wrong end of the 
therapeutic spectrum of chronic renal diseases. 
An effort should be made for preventive measures, 
like early diagnosis and treatment of urinary tract 
infection, removal of urinary tract obstruction, 
avoidance of nephrotoxic drugs and correction of 
ureteric reflux. The above factors go a long way to 
save many of these unfortunate patioats who are 
young and promising and are useful and productive 
members of the family. 
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CASE NOTES 


1 

Corrosive Stricture of 
Gastric Antrum 

P. K. CHATTOPADHAYAYA* 

Stenosis of stomach due to corrosive with sparing of oeso¬ 
phagus is sufilciently uncommon (Hodgeson, 1959). Citron 
et ei. (1968) mention that concentrated acids tend to spare 
the oesophagus and produce the major corrosive e&cts in 
the stomach. According to Ritter et al. (1971), the most com¬ 
monly ingested substanoes have been acids and characteristi¬ 
cally these substances do not damage the oesophagus but 
instead cause gastric and duodena! necrosis. The oesophagus 
haotharmed by add because its mucosa is allodine and has 
too brief an exposure to the corrosive dUEtng swuDowing to 
damage it. The first case of corrosive lesions of stomach with¬ 
out involvement of oesophagus was described by Robert in 
19128 (cited by Cray and Holmes, 1948) and sulphuric add 

Kalimpottg Sab-divitional Hostdtal, DarieetioB 
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was tbe offbwUtig «cem la bis case Gray and Hohnea (he. 
at ) reviewed 139 oases of pylone sietiosis due to ingestion 
of add oonosivet and obsMYed that acids have a prefeien- 
tial eflbot on diAal stomach nsulting in progressive stenosis 
usoany starting 34 sreeki after ingestion A few audi casM 
has reported in the Indian Iitnature (Shannaatiif , 1964 ; 

Mehrotrai 1969; Sinha et al, 1972, Desfapande and Mehta, 
1976) Acid coaosives causing pybric stenosis include hydro¬ 
chloric acid, sulphuric acid, nitnc acid, acetic acid, tnchloro- 
aoetic acid, eaibolic acid and oxalic acid (Poteshman, 1967) 

CASSREPCHtT 

Q V , i^d 28 years, Hindu, male, motor car driver was 
admitted on 1-12-I97S m the Kalimpong Sub-divisional 
Hospital with history of accidental swallowing of about 4 oz 
of acid used for car lottery (5 times diluted sulphuric acid) 
on full stomach, while he was in a drunken state on the night 
of 4-11-1975 Immediately afterwards he got severe epigastric 
pain and vomited some blackish stulf when he was taken to 
some other hospital where be was treated conservatively and 
discharged after 3 days Since then he always used to vomit 
immcdi itcly after meals retaining only small meals like milk 
and biscuit^ at the beginning, but later on, from 4th week of 
November, 1975 he failed to retain anything even water He 
was brou * in this state to the Kalimpong Sub-divisional 
hospital 27 days after ingestion of the acid He had only one 
small constipated mrlaena stool on 27-11-1975 since the acci¬ 
dent He gave history of chronic alcoholism for the last 14 
years, excessive drinlang for the last 3 years and gasuitis 
periodially 

Examimtum-^His general condition was very poor, he 
was very cachectic and extremely dehydrated, his upper 
abdomen showed distension, typical of pylonc obstruction 
Ivxamination of chest revealed severe bilateral bronchopneu- 
moma 

/irvasitfuiions— His haemoglobin was 10 9 g percent Barium 
swallow and barium meal x-ray done on the day of admission 
demonstrated complete outlet obstruction with dilatation of 
the stomach and a normal oesophagus (Figs 1. 2) 



Fm i--SHoini4o CbKViETX Fig 2—Showjko Nofmac 
O uTLST Obstruction with Oesophagus in Bajuuu 
Doatatiqn of Stohach at Swallow X ray 
Baiuum Meal X-ray 

aAMajVfftent—He Was treated with glucose sahae dnp. 


antihoiics, nasogastric suction, extensive physiotherapy and 
other supportivetreatment till 12-12-1973 adiw he was operated 
19011 under local anaesthesia. In idew of his poor geoeral 
condition, general anaesthesia was avoided At laparotomy, 
the stomach was found to be dilated proximal to a firm stric¬ 
ture at the pylonc antrum The strtctnre was 4 cm proxunal 
to the pylonc sphincter, 2 cm long and 2 5 cm m transverse 
diameter (Fig 3) Pyloric antrum distal to the stncthie, 



Tig 3—Showing Antrai Stricture (Indicated by Right 
Handed Forceps) and A Normal Pyi orus with Prepyloric 
Vein (Indicated by Left Handed Forceps) 


pylonc sphinaer and duodenum were found to be completely 
normal ITiere was no evidence of gastric car duodenal ulcer. 
A pisterlor rctrocolic isoperistaltic gastrojejunostomy was 
cAiTied out The patient improved steadily after the operation 
and had bowel action on the 1 st postoperative day and smee 
then had his motions regularly A barium meal x-ray checlc -19 
on the 7th postoperative day showed well-fiinctionmg gastro- 
jejunostomy 

Ihthw^p~\t foilowmp after 2 months the patient had 
no complaints and had regained bis normal health 


Discussion 

Theinterestmgfeature of the case under report is the localised 
cicatrisation of pjdoric antrum without mvdvement of oeso¬ 
phagus caused by accidental ingestion of dilute sulphuric 
acid Hodgeson (he at ) observed that gastric stricture due 
to suljdiuric acid has been reported less frequently An accurate 
picture cannot be given as many die ^ore the stricture 
develops Gray and Holmes (he at ) have observed that not 
as many pe< 9 le recover after swallowing sulphuric acid as 
after ingesting hydrochlonc acid The selectn^ localisation 
of the corrosive changes in the lesser curvature and antrum 
has been demonstrated by Testa (1938, cited by Qtron et ai 
he dr) by his animal expenment which duly corroborated 
the original description of Waldeyer’s “magenstrasse" (1908, 
cited by Gitron et al he dit) After feeding dogs with a 
mixture of caustic soda and barium, he observed that the 
nuxture flowed npidly along the lesser curvature and accumu¬ 
lated within the antrum, thereby exciting pyloroqiBsm result¬ 
ing ut retention and concentration of the corrosive at this 


site with llic most dclelerious effeef in this area- The state 
of rulliicss «r stomach is an important factor in localisation 
of the lesion in the pyloric antrum as iogcslion of corrosives 
on an empty stomach tends to produce a diffuse lesion. Citron 

etal. (/oc. eh.) stated that fheextent and seventy of Ihcchemical 
insult depend on the corrosive nature, quantity and concen¬ 
tration of the inge.sted substance and duration of contact 
with tissue. The ease under review developed progressive 
objtruciion .starting soon after ingestion of the acid with 
formation of a very early and complete stricture. The rapidity 
of pathological process in this case seems to be also due to 
an additional factor of pre-existing gastritis. Hodgeson {lot. 
eh.) discouraged gastrojejunostomy for the possibility of 
stomal ulcer and unsuitability of tissue of anastomosis and 
questioned the advisability of leaving an abnormally scarred 
and chronically inflamed tissue for fear of a possible malig¬ 
nant change in future and advocated Hilrotli [ gastrectomy 
for such cases. However, he mentioned Paul (l‘)51) who, 
admitted the possibility of such complications, performed 
gastrojejunostomy in 3 of his eases in view of their poor gene¬ 
ral condition. Such was the situation in the present case too, 
for which gastrojejunostomy was performed- In this case 
the result was excellent. 


Summary 

\ ease of ^tricture of gastric antrum due to ingestion of 
dilute sulphuric acid wiihoui involvement of oesophagus is 
reported. Ob>truclion developed rapidly leading to an early 
and eninpletc striciuic. The pathological process was likely 
to have been expidited by ptc-cxisling gastritis. Gastrojejunos¬ 
tomy under local anaesthesia yielded good results. 
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Prepenile Bifid Scrotum 

NAZIR A. WAN!*, ZORAWAR S. KALA** 

S. K. CHIRVI***, M. S. MISGAR**** 

B. L. BHAN***** 

Transposition of the male external genital organs where 
scrotum is located anterior to the penis is an uncommon 
congenital anomaly. Only 23 cases have been reported so 
far in the world literature (Miller, 1972) since 1923 when 
Appleby reported the first case of this anomaly. Unilateral 
transposition of the scrotum has been reported by Adair and 
Lewis (I960) and Flanagan et al. (1961). Usually this condi- 
tionisassociatedwilhothcrconcomllant congenital anomalies. 
Francis (1940) reported a ease in whmn there wa.s atresia of 
the whole of colon and agenesis of the loinary tract. C.Tses 
having bifid scrotum along with imperforate anus have been 
reported by Wilson et al. (1965). Kapur and KrishnanmiThy 
(1970) and Miller (loc. cit.). 

(-’a.S[; llr-PORT 

An 8-hour-old baby wa.s brought to the hospital with .tbsew 
.Tnal opening and hi.story of not Iraving passed meconium .since 
birth. There was no history of passage of meconium along 
withihe urine- The baby was, Iiowcvet, accepting feeds without 
any vomiting. 

Examination-~Thc baby Weighed 5.5 lbs. I'here was no 
cyanosis or jaundice. Clinically there was no detectable 
abnormality in cardiovascular, respiratory and central neivoiis 
systems. There was no aiul orifice or dimple in (he area, but 
transposition of the penis was conspicuous. Tlic .scrotum was 
bifid, having testis on each side in its corresponding half. 
The penis vtas of nonnal size and was hanging bcliind the 
bifid scrotum (Fig. 1). The shaft, prepuce and the glans were 
developed. 

Treatment transverse colo.slomy was performed to 
decompress Lite distended gut, but the patient died 8 hours 
after the procedure- Autopsy was not done. 

Discussion 

This condition is found commonly in marsupials (Burldlt, 
1961). Tire presence of this condition in primates is difficult 
to explain on crabryological basis. Spaulding (1921, cited by 
Campbell and Harrison, 1970) is of opinion that lliis condition 
arises because of the arrest of the development of the pars 
phallica of the urogenital sinus and retardation of the genital 
tubercle whild the labioscrolal swelling continues to grow 
now anterior to the tubercle. Francis (toe. cit.), however, believes 
tliat this condition arises because of the absence of the urogeni- 
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I- SliimiNti IHE Pj'NIS BI'HIND Tlir, 

Uirm ScnoniM 

l.il sinus and lailiirc of ilw scrotal swelling to sltift caudaliy. 
Tne case reported here had imperforate anus as the concomi¬ 
tant anonuly and no oiher internal anomaly could be detected 
as the puieni died suddenly and permission for autopsy could 
not be obtained. 

Summary 

Ai! S-hour-old baby with Ir.insposition of the external 
geiii alia associated with imperforate anus is reported. A brief 
review of the relevant literature is also presented. 
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Hodgkin’s Disease of Small 
Intestine 

M. M. BAGREE*, P. C. KALA** 

S. K. VIJAYVARGIYA*** 

Hodgkin's disease is a form of sarcoma of lymphoid tissue 
derived from bipolcntial stem cells. Therefore, though 
the common sites involved are lymph nodes, spleen and liver, 

Department of Surgery, J- L. N. Medical College. Ajmer 
*M.S., Lecturer 
••M.S..Rca^r 
•**M.B.B.S.,Housc Surgeon 


Hodgkin's di.scasc may alTcci any site that contains lymphoid 
tissue. The rare sites arc breast (Mchrolra el al. 1974), Iung,s, 
stomach, intestines and kidney (Anderson. 1969). A case of 
Hodgkin's disease of small intestine is reported. 

Case Report 

M. 1.., a 22-ycai-old Hindu, male, was adniitlcd in the 
hospital on 2-2-1977 for chronic pain in abtUvmen in the 
umbilical region associated with vomiting, distension of 
abdomen, more so after meals, and fonnation of a iump in 
the abdomen for the preceding 2 years. The patient would 
be relieved of the symptoms .nOcr passing flatus. There 
was no history of melaena or haemalcmesis. Past hi.story, 
family history, and |>ersoiial history were non-contribuiory. 

Examihation- The patient was found to be a young man 
of average build, pooily nourished, .severely anaemic but 
not jaundiced, l-ymph nodes were not palpable in any region. 
Abdominal examination revealed central distension and 
tenderness localised in the umbilical region. At times dis¬ 
tended loops of small gut were visible. Other systems were 
normal. 

Inve-rtigutiom llacinoglobin 7 g. per cent, ESR-75 mm. 
in the 1st hour- Urine examination, fractional test meal and 
screening of chest were normal. Barium meal examination 
of stomach, duodenum and follow-through small intestine 
under screening i evcalcd hold up of barium in jejumim- 

,Surgery —Exploratory lapaiotomy was performed when 
the anaemic Mate improved following repeated blood trans¬ 
fusions. Tliere were multiple icsiims in the ileum, grossly 
appearing tuberculous but none was severe enough to cause 
obstruction. There was u big stricture in the upper part of 
jejunum associated with severe inhammaioiy reaction causing 
intestinal obstruction, 'flic gut proximal to it was hyper¬ 
trophied. UnlarEcd lymph nodes were also present in this 
part of mesentery, '('he stricture was c.xciscd with reconstruc¬ 
tion by ciid-to-ciid anastomosis of gm in 2 layers. Postopera¬ 
tive period was uneventful. 

Hiopsy repidt turned out lobe llodgkin'.s disease of small 
intestine O'lg. 1. H. & 1:., X 25; Fig. 2, 11. & Iv., X 160). 



Fic. 1—SuowiNo Diirti.si! Fio. 2 -Siiowing Mixro 
Infiltration of the Mt'.s- (Lymphocyte Poor) Pdly- 
CDLAR AND SeRO-SAL C0AT.S AIORPJIOIJS HUDOKIN’S RE- 
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skin's Ti.s,sifr’ and Necro- Stj-bnui RC-Rnim Giant 
SLS (N) OF Tumour Tis.sui: Cems (Arrow) in thb 
IN THE Pl(OTOMICROGRAPH P/IOTOMintOCRAI’H 
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DisciKnoN 

HtxIefciTi’s disease of small intestine is not a common entity. 
Mc.9wain and Beal (1944) reported 2® cases of primary lym¬ 
phosarcoma of gastro-intcstinal tract of which 3 were present 
in infe.stine bnt none was having HodgIcin'.s disease. Parifch 
(1973) reviewed 25 cases of primary lymphoma of gastro¬ 
intestinal tract but failed to find even one case of Hodgkin’s 
disease. In an extensive review of primary lymphomas of 
gastro-intastinal tract over a period of 37 years, Uxthr et al. 
(1969) were able to find lOi) cases; of these 100 cases, stomach 
alone was the site in 63 cases and in tite remaining 37 the lesions 
were distributed all (iver the rest of gasiovinlcstinal tract. 
OfihcselOO casesof lymphoma, 10 were ofHotfekin’sdisease, 
4 of smtill ijitesiinc and 6 of stomach. Isolated cases of 
Hodgkin’s disease of stomach have been reported by others 
also (Kline and Goldstein, 1973; Hiraitia, 1974), 

The present case of Hodgkin's disease of small inlc.stinc, 
which manifested as subacute inle.siinal obstruction, clinically 
diagnosed as tuberculosis of intestine, proved to be Hodgkin’s 
disease of .smill micsline on hislopathological examination. 

Summary 

A case of Mod8dcin'.s disease of small intestine with a review 
o( literature on the subject has been presented. 

t 
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Oral Submucous Fibrosis 

T. H. MODI* 

Oral submucous fibrosis is the involvement of oral cavity 
•trttb fibro.sis of subraucosa. Two such cases arc presented. 
Cask Rioajrts 

^CaseI; 

: H-, a 30-ycar-old male, first noticed burning on eating 
billies about 3 years back. Tlierc was no history of taking 
lighly seasoned food nor a habit of betel nut chewing. 

; Exaffi/«fli(W~Physical examination at that time revealed 
few sh.ailow ulcers over the anterior half of tongue and 
WCosa of the inner lips. These were superimposetl over 
'bitish pearly background of fibrotic tissue. He did not Itave 
ny clinical evidence of any nutritional deficiency. Gum, 

MD. (Mial.), F.LGA. (IJSA), Consultant Physician 
Cardiolc^t, Burhanpur, M.P. 


teeth, tonsil, and sinuses were normal. There was no eviitence 
of scleroderma. There was no leukoplakia. 

/ayaw/^ribnr—Haemoglobin, WBC count and ESR were 
within normal limits. Biopsy could not be done. 

TVearment—Therapy with vitamins and minerals did not 
produce any improvement. Steroids were not given. 

/Vogress -'t’he fibrosis continued to extend and now after 
2 years it has involved the anterior pillar of fauces, soft palate, 
uvula, and inner margin of lips- The patient is now unable 
to open moulli fully. 

Ca.se 2: 

B, a 40.ycai-old male, presented with inability to bpen 
mouth fully for the last 2 years. There was a hi.slory of taking 
highly soastiiieJ foods and also chewing betel nuts. However 
he had to give up these habits for the last 2 years. 

Exaininatim -TIu; jiatient hud a white glistening surface 
over a shorlciicd soft ptilate. The uvula wtts levelled tiff due 
to fibrosis. Anterior part of iIk* oral cavity was not allected. 
He did not have mcsal voice nor nasal regurgitation. There 
was no leukoplakia- Gum, loeth, sinuses and tonsils were 
normal. There was no evidence of any systemic illness like 
scleroderma, nor any stigmata of any nutritional deficiency. 

Trearmcnt—llcwasiieatcdwith local infiltration orsieioid.s 
every week for 8 weeks. Systemic sterioids, vitamins and 
minerals were also given. 

Progres.\--H\: did not improve and had no change after 
a follow-up of 2 years. 

DlSCOSStON 

These 2 cases are described to show the clinical presenta¬ 
tion of oral submucous fibrosis. The disease was first brought 
to notice by Joshi (1952) and has been subsequently fuHy 
investigated by a number of workens (Ue Sn, 1957; Sharan, 
1959; Sirsat and Khanulkar, 1960, 1962; Rao, 1962; Abrol, 
1977). An inflammatory reaction occurs in the oral mucosa 
which is subsequently followed by healing and fibrosis, often 
to such an extent that the patient cannot open the mouth 
fully. Tlic soft palate and anterior pillars of fauces are in¬ 
volved most. Ulcers over tongue and inner margin of lips 
followed by fibrosis in these regions, along with fibrosis over 
palate and anterior pillars of fauces are not coinmon- 

The cause of the condition is not known although it has 
been attributed to use of highly seasoned foods and betel nut 
chewing. The process of autoimmunity has neither been ruled 
out nor confirmed. The disease should be diiTerentiated from 
scleroderma and malignant lesions of tlie oral cavity. Asso¬ 
ciation with oral carcinoma has been noted in sonic cases 
(Abrol. loc. cU.). 

Summary 

Two cases of oral submucous fibrosis are reported. 
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IMA Marches on to Golden Jubilee 
Year 

A hundred years is a good lile-span for an indi¬ 
vidual and a good land-mark in the history of a 
nation. It is an equally good period for an organisa¬ 
tion indicative of its capacity to survive and justify 
its existence. But no less important is the middle 
of this period when a mao attains a dependable 
maturity of mind, a nation m itures into a strong 
people through struggle and an organisation 
matures into its national status by dint of its service. 
This golden period attained by each is also the 
lime for amsolidation, rc-dedication, mid-course 
correction, if any, and also for jubilation. Hence 
the Golden .lubilec celebration of IMA. 

In tl., pre-Independence days the medical pro¬ 
fession of our country felt the need for an Asso- 
ciatioji to protect the interests of promotion of 
medical sciences in rerms of national welfare and 
health of the country. Attempts at organising the 
whole profession of the country with an urge to 
free themselves from the stranglehold of alien 
dominatum, manifested in the form of four annual 
All-India Medical Conferences held between 1917 
and 1920, Due to the constraints under which 
the freedom-loving doctors had to work during 
the period, there was a lull in their activity till 1928. 

Further provocations by the British Govern¬ 
ment by w.ty of non-rccognii ion of medical degrees 
of Indian universities spurred a brilliant batch of 
pioneers like Sir Nilratan Sircar, Dr. B, C. Roy, 
Dr. G. V. Deshmukh and Dr. Jivraj Mehta to 
re-organise the medical profession and hold the 
hi.sforic Conference at Calcutta on 28th December 
1928 when on the strength of a unanimous re¬ 
solution the Association was born and christened 
as All India Medical Association. 

Subsequently in 1930 the All India Medical 
Association was renamed the INDIAN MEDICAL 
ASSOCIATION. Since then the Association 
gradually worked up its way to the heart of the 
countrymen along a path of service by consistently 
demanding extension of health care service for 
the Indian people and by supplementing the meagre 
relief measures of the Government with its own 
resources whenever there were national exigencies 
and natural calamities like earthquakes, floods 
and famines. 


In January 1949 the Central Office of IMA was 
shifted from j Calcutta to Delhi by virtue of the 
decision of the Central Council. With the expan¬ 
sion ol its activities on the all-India plane the 
problem for a suitable accommodation for the 
national headquarters became acute. In September 
1958 the foundation stone for IMA House was 
laid at Indrapraslha Marg, New Delhi and the 
Central Office was at last housed in the Associa¬ 
tion’s own building in September 1964. The Journal 
of the Association, however, continued to bs 
published from Calcutta and catered to its mem¬ 
bers’ need for keeping abreast of the advancements 
in modern medicine. 

With the dawn of Independence, the Indian 
Medical Association attained a new status and 
dignity as the national organisation of raedicalmen 
quualified in modern scientific system of medicine. 
It was about this time that in response to a call 
for medical help received from the President of 
Indonesia through the Govermnent of India, the 
Association promptly sent out a medical mission 
which brought laurels to our amnlry. 

During the two wars of 1961 and 1964, which 
were forced upon the country, the Association 
stood by the Government in supplementing the 
national defence efforts by collecting men, money 
and materia! in addition to blood donations and 
free sejvicc to the families of the soldiers. 

In normal limes hundreds of branches of IMA 
devote themselves to community health work, 
through school health examination, mass immunisa¬ 
tion campaign, mass inoculation drive, sinking of 
tube wells, etc., besides p^irticipating in various 
official programmes for eradication of communi¬ 
cable diseases. As responsible citizens <if the coun¬ 
try the members of IMA involve themselves in 
educating the public, particularly the rural masses, 
in the scientific ways of healthful living. Towards 
this end two lay journals,' Yoitr Health' in English 
and ‘Apka Smstliya' in Hindi are being brought 
out as official publications of the Association. 
’ Our Association is very much concerned with 
the addition of ‘a million a month’ to ihc popula¬ 
tion of our country. Wc have initiated every mem¬ 
ber of the profession into the strategy of motivation 
and implementation of family welfare planning 
methods within the meagre resources of a voluntary 
organisation. We find, however, with regret that 
the avowed policy of the Government to involve 
voluntary organisations in the Family Welfare 
Programme does not match with the executive 
actions at the delivery points in the States. The 
potentiality of IMA’s active involvement in this 
programme has not been properly assessed by the 
Government. Given the necessary inputs we ran 
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Still assure the Goveriuncnt that it shall not be 
beyond oitr moans to achieve the desired targets 
within tluj prescribed time. 

The Association has placed before the country 
from time to time its a)Ticrcte suggestions regard¬ 
ing the total health care of the people. It has elicited 
the considered views of health experts, health 
administrators, medical scientists and medical edu¬ 
cationists on the major problems of health and 
medical care and has published valuable docu¬ 


ments on the future pattern of rural medical ciire 
for this country. Though the Association has always 
tried to involve the participation of Central and 
State Health Ministers at its All-India and State 
Medical Conferences, it is distressing to note that 
the Planning Commission never found it necessary 
to consult the profession regarding the formulation 
of a full-fledged health policy for the nation. In¬ 
stead, successive Governments put forward from 
time to time schemes which rather suited the div3rse 


CHRONOI^GY OF EVENTS LEADING TO FORMATION OF IMA 


The name “Indian Medical Association” was used originally in 1895 by an all-India body of 
incdicalincn having its hcadqiiartcrs ai Calcutta and (Roybalwdur) Dr. I.al Madhab Mukiierjcc 
and Dr. J. R. Wallace as its President and Secretary i-espcctivcly. 

The first All-India Medical Conference was held in 1917 at the initiative of the then Bengal 
Medical Association at the ('armaichael fnow R, G. Kar) Medical College, Calcutta. Lt. Col. 
Kaghavendra Roy was Prc,sidcnl of the Conference and Sii Nilratan Sircar was tht Cliaiinwn of 
i he Recept ion Committee. 

Tlic second All-lndin Medical Conference was held in July 1918 under the presideney of Sir 
Nilralan .Siroiir and with Dr. J. K. Sen as Chairman of the Reception Commit Ice- 

The third All-fiidia Medical Conference was held at Amrit.sar in 1919 undci the prcMdeney 
of Dr. M. N. Odhedar. 

I'he fourth All-India Medical Conference was held at Nagpur in 1920 undci ihc ]iiesidcuey 
of (Roybahadur) Dr. Maltaraja Kissen Kapooi witJi Dr. G. K. Tambe .is the Channian of 
the Rccepiion (cminittce. 

The fourth conference was followed by a period of apparent lull, whiili was in reality a peru'd 
of preparation, fc'r 8 vears. It was marked by significant developments like 1) the deci.sjoii of ihc 
General Medical C.'ouncil of UK to withdraw recognition of ccilaiu medical degices eonleiied by 
Indian universities, ii) the report of the committee piesidcd over by >Sir Walter [-letchci on the 
organisation of medical research in India and iii) the Government’s proposal to set up a more or 
less olficially controlled All-India Medical Council- 

A msetingofthe members of the medical profession was held on 30th July. !92,S under the 
.luspiccsof the Bengal Medical Association. Dr.Sundari MolianDas took the chair and the meeting 
di.sciissed the v.irious urgent i.ssucs aflocling the Indian medical profession. 

Another meeting of ihe medical profession of Calcutta and its suburbs was held under the 
auspices of I he BMA on 30ih August. 1928, when it was decided to hold the 5ih All-tmlia Mviikal 
Omjt'rmio at the SfatUmil Medical Institute, Calcutta, during the Christmts wcL oj 1*/2S. 

Dr. J. V. Djshmukh of Bombay presided oVer this 5ih All-India Mcdieal Conference, while 
Sii Nilralan .Sirc.ir w.is ihe (’hairman of tlic Reception Cnnunitlec. In course of a slalcmcnt is.siicd 
to the pri'ss by sevei.il le.ading mcdicalmen onthc cve ofthis conference it was stated: “I'he medical 
profession on account of its disorganised condition is unable at the present moment to exert tlial 
influenec which is its duty and its privilege to excrei.sc. It has ils duties toward.s the profe.s.sion as 
wellastirwards the public and it must take its rightful place in shaping public opinion and guiding 
It ill the adinimslration ma manner similar to that enjoyed by the medical profession of other 
counirics”. 

Having thus keenly felt Ihe urgent need for organising Ihe profc.s,sion the conferentc adopted 
on 28thDeccmlvr 1928 at the National Medical Institute, Calcutta, the following resolution which 
was moved from the chair and passed unanimously: *‘Rc,solved that an AlUndia Medical Association 
be formed with the objeeiive of looking after the intcrcsi of medical education, public health and 
the medical profes,sion in India and that this body be duly registered under Act. 21 of I860.'’ 

A provisional committee was elected with the following: President- Dr- G. V. Dcshmukli; 
Vice-Presidents- Sir Nilralan Sircar and Dr- B. C. Roy; Secreiaries—Dr. Kumud Sankar Roy, 
Dr. Agliore Nath Ghosh and l>r. D. D. Sathaye; Hony. Treasurer—Dr. J. N- Moitra- Fifteen otlier 
eminent mcdicalmen from different corners of undivided India were taken in the committee as 
members. 

In 1930 the All India Medical A.ssociaiion was renamed as Indian Medical Association. Since 
I hen the All-India Medical Conferences- the annual all-India sessions of IMA, have usually been 
held in the month of I>ceeinber, while the Association year begins onthc first of October every year. 

( Based on ‘The IMA in the Pre-Independ cnce 
Years’ by Dr. ?■ K. Guha, Ex-Hony, Editor, 
J. Indian M- A ■ 61:459,1973) 
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kinder to the child who 
needs an antibiotic- 
more considerate of the 
mother who must give it 

one in the morning: 
one in the evening: 

LEDERMYCIN 


Oemeclocycline Lpderle 


SYRUP and DROPS 


PACKAOe-. 

Syrup : 70 mg. /5 ml. (equivalent to 75 mq. ot Demec'ocycline Hydiochlondti). Soti'e cf 5 ml. 
Drops ; CO mg. per m!.,Bottle ot 5 ml Capsules : 300 mg. Boltla ol t; 15C mg. BolMr o' 4. 
Soluble Teblels : 30 mg. Slop at 10. Ointment : 0.5%, Tube ol 15 Gm 

LEDERLE DIVISION • CYANAMID INDIA LIMITED 

POB.Siog *Regd.Traciemark BOMBAY 2l do 






































































































































































































































































niv J. I. M. A. Advertiser 


Vol. 71, No. 6 







‘rj 




^s* i^ A 


<v, f 


Jndometliacfn 


Capsules 











fancies and philosophies of different personalities. 
A firm decision on framina a health policy of the 
country in consultation with the profession could 
have avoided future difficulties and disasters in 
the sphere of the nation’s health. The IMA has 
the firm conviction that total involvement and 
utilisation of the total medical manpower of the 
country alone could ensure a comprehensive health 
care for the people of a vast country like ours. 

The Association, representing as it docs all 
sections of qualified practitioners of modern medi¬ 
cine, safeguards the interests of every category of 
members be they in service under the Government, 
the corporate, the public or the private sccions of 
industry or be they self-employed. The Association 
is equally ccmccrncd with the future of the young 
doctors and malical students who arc the doctors 
of tomorrow. We have a close liaison wilh the 
Medical Council of India which looks after the 
upkeep of the standard of medical education and 
the ethics and discipitne in the practice of medicine 
in our counlry. We also take care of the continuing 
cdui'ation of members and try to help doctors to 
keep thcjnsclves ab:‘e.ist of the progress in modern 
m-'licinc so that we can serve I lie community ever 
belter. 

Medicine is one of the most disciplined of all 
the professions both by virtue of the tradition and 
the training involved. Hut the environmental tur¬ 
moils in the country have an eroding and demoralis¬ 
ing effect even on the code of conduct expected 
of this discipline. It is up to Ihc leaders of the people 
to utilise the medical profession in the service of 
the nation without involving it in unhealthy politi¬ 
cal rancours. In the event of a deliberate dereliction 
of duty or iinethicai conduct on the part of any 
member of the profession, (he Association is ever 
willing and rcaily to bring the delinquent to bo(»k, 
if, of course, ii is vested wilh certain statutory 
powers as possessed by similar national medical 
organisations in the developed crtuniries. 

In this happy year of the Golden Jubilee of the 
Association wc recall with reverence and gratitude 
all those who shaped the destiny of our Asst)cia- 
tion in the past. We cherish with pride the service 
of all those who are working for the advancement 
of the Association. We extend with zeal and earnest¬ 
ness our hearty welcome along with our best wishc.s 
to the doctors of tomorrow who, we believe, would 
come forward with newer ideas to enhance the 
image of the profession and fulfil their obligations 
to the country. Let the past, present and future 
detachments of the medical profession sing in 
unison: Long Live Indian Medical Association. 

1 . V. R. Sarma 


NOTES AND NEWS 


Week-end Course on Basic Medical Science 

A three months’ week-end course Fi>r post gradual e students 
starting from 21st October I'.)78 on Basic Medical Sdence 
will be held in Cilcui la under I lie auspices of the West Bengal 
Chapter of I he National Academy of Medical Sciences. The 
last dale for .submission of applicalion is Ith October 1978. 
Detailed information may be had born Dr. N. N. Roy Chou- 
dhiiry, Hony. Secret ary, W-B. Chapter, NAMS, 4 Chow- 
ringtiec Terrace, (.’alcul ia*700 020. 

XVl National Conference oflndian .Academy of Pediatrics 

The 16th National Conference of the Indian Academy of 
Pediatrics will be held at the Oh-Toi Grand Hotel, Calcutta, 
on Junuiiiy .t -.f>. V)T). The conference will be preceded by 
a progr.tmmc on c-oniinuity in pediatric education for post- 
gradual es .md others on lanuary 2. Further particulars may 
be bad from Dr. O. K Melirvitra, Organisirtg Secretary, XVI 
National Confeamcc of the Indian Academy of Pediatrics, 
Institute of Child lle.illii. 11. Dr. lUresh Guha Street, Cal- 
culta-70001/. 

Research Society fur .Study of Diaheles in India 

The ofh annual conference of the society will be held in 
Madras on January 17, l‘>7't. The main theme is ‘Diabetes 
in the young as it occurs in neonatal- infantile and juvenile 
life till tlie age of 40 year;,’. I'hc other features include free 
papers, guest lectures and a bniiiis (rust besides an exhibition 
ol p’Vpaied and cooked foods for young diabetics- Detailed 
inforniaiion may be lud fioin Vrol. M. Vishwaiiathan, Dia¬ 
betes Research < ciitre, 52 Main Road. Royapurara, Madras 
600 011 or Pi of. Ham G.P. Moses, ‘ The .Ark’, 22-A Casa Matjor 
Road, hginoic, Madras 6(X)00S. Ab,>lracl.s for papers on 
t!ie mam theme shi>uld be .sent in duplicate to Dr. Vinod 
Kuiuarai theaikhess oflhe SiK;iely (Dep.irtmcnt of Medicine, 
AIIM.S, New Delhi 110016) by NoreiidHir 1978- 


CORREEPONOENCE 


The Editor is not respoosihk for the. views 
expressed by corrcspomlents 

Femoral Venous Infasion 

SiK, -Sitnations soinclimcs arise when intravenous fluit 
therapy becomes a must foi patients But it may so h.appci 
that, “closed” infusion is an abv.jrdity and at the same timi 
open “cut dtiwn” is a wivuig decishm. Under such circutn 
stances, “femoral venous infusion" could be the tmly answer 
This method offers the sinriiliciiy tif clo.scd venous inliisioi 
along with the adv.iPta'cs of open venous method obviatin; 
the well-known drawbacks of bo! h. That apart, this has .some 
thing unique of its own; it is the widest possible vein for in 
fusion therapy and being closer to heart, far fiom the ticcui 
rence of Venous fliromhosis, wliicii is so common in othc 
sites. And that way no one vein can be more “ide,al" for parcr 
tcral infusion. About its hazards -plenty tit theory but onl 
a few in practice. This method is unlvet^ally appltctible j 
all ages and in both sexes 


1.57 
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Only a Tew simple things arc required; One piece of IV 
:atlieler (dripcath/inirucath). smail/medium as needed, one 
10 mi- s’enlc glass syringe, a pair of sterile gloves, local slcri- 
ising set and sterile drapings along with a little attentive 
mind. 

The set is made air-free and (lie cailicicr base is fixed to 
:he adapter and kept aside ascpiically. 

The p.itienls' right thigh is chosen. He lies supine and antJ- 
leptic painting is applied over the upper I/3rd of the thigh, 
.nguinai region (with special attention to genitalia) and lower 
part of abdtuQcn close to the inguinal iigamenl. Antiseptic 
draping may or may not be used. 

Now the r)perator pats on the gloves; places his left hand 
finger tips to locate the highest p.irt of femoral arterial pulsa- 
ton near the inguinal ligament and then comes down oVer 
Itupio a point r-l down, thus covering the entire breadth 
it pulsation and his right hand pushes t he drip catheter needle 
fitted to the glass syringe firmly, the tip of the needle being 
Ijrectcd a bit medially to avoid ipiury to the artery and with 
I slight tilt low.irds thigh surface till it encounters a bony 
■esistance beneath- Now on sfurii.Tj; withdrawing the needle 
ilowly. maintaining a steady pull on the plunger, blood is 
ioen flowing into the syringe indicating femoral venous punc¬ 
ture. I'o mike litis point ceriain, the withdrawn blood is 
sushed .igaiit and any swelling i.s looked for. If there is nonc - 
:he needle is in its uorreci position. The syringe is then sopa- 
‘atod carefully; pattern of blood flow through the needle is 
observed to diifercniiaic ariurial from Venous puncture and 
hen the catheter i.s introduced through the needle as far as 
jossible, eVen wi ll minipulation of needle if necessary. The 
aihetcr base is fixed to the ihigh with sticking plaster. Fluid 
Is allowed to run in a jet or in trickle, as required. 

la case of inadvertent arterial puncture, one is to make 
lure about perfect haemostasis. 

If anyihing unforlimate like femor.il arterial spasm hap¬ 
pens. it would have to be dealt with accordingly, adequately 
md quickly. In restless patients, hands and feet may have 
to be tied. 

The dem.Til.s. as found in conventional methods c.g., venous 
hrorabosis, local sepsis, etc., are surprisingly occasional 
ind in a iiricli milder foim- Another unique feature of this 
net hod i.s lliat one can h.iVc repeated access to patients' blood 
which mighi be required for ainiinuous biochemical moiii- 
oring or for nihcr important purposes. This method lias 
wen used on patients and is being used now. So a plea is 
nade to members of the medical profession to give it a fair 
rial which it merits on its own. 

lam, etc., 

Vtedical College and Subrati DuTfA. m b.b.s- (Cal.), 
lospiWils. Calcutta. Senior House Physician, 

Department of Medicine. 


REVIEWS 


'upulation ClMogc Strategy for Physicians—IsdlicdbyLucille 
'S. Ulitcli. .'Vssocia! ion of.Vmeric.anMcdical Colleges.Washing¬ 
ton D C.. USA, 33.2 cm. X 15.5 cm., pp. 271, $3.00 
ifc.Ths proCeeJiiiss of the international conference on the 
‘ lysician and papulation change, held in Stuckholiu in Septem¬ 


ber 1974 was published under the above title. The conference 
was sponsored by the World Medical Association, the World 
Federation for Medical Education, the International Planned 
Parenthood Federation, and the World Health Organization. 

A total of 16 papers was presented at the conference in 
addition to a foreword by Dr- Henry Van Zile Hyde, an in¬ 
troduction by Sir William Refshauge, the Keynote address 
by Dr. Jose Felix Patino, the closing addres.s by Dr. Leo A- 
Kaprio and a summing up by Dr- Carl £. Taylor. 

The book is divided into four parts: (l)Medicjne and Demo¬ 
graphy, (2) Family Health, Family Planning and Factors 
affecting Fertility, (3) the Role and Attitudes of Physicians, 
and (4) the Role of Medical Associations and Medical Ldy- 
cation Institutions in Population Change- 
One of the most difficult things about reviewing a collec¬ 
tion of phpers is deciding on a set of criteria for evaluating 
each paper. Instead of going through that long arduous task, 
the review tafce,s a general view about the objectives of the 
CO nfcrcnce. 

The reader could approach this book in two ways. As a 
physician he could use it as amcans to obtain knowledge about 
the population and related problems front I lie standpoint of u 
physician and the role (undefined) he could play for the solu¬ 
tion of this global problem as suggested in “A strategy for 
action”, fo a laynun these deliberations i'roni medical people 
will be of immense value, since they (doctors) aic thinking 
in terms of attitude change amt accepting a wider role in 
population con'rol programme Doctois' perceptions of ihcii 
role in family planuiiig dilfer widely. These conferences will 
prove olfeclive only if some consensus is established about 
the changing role of a doctor in population cli-ange programme. 

It Would seem tliat a reader who wants to get an overview 
of the population problem and the physician's role need not 
go through the entire collection- Tiie summing up and the 
strategy for action would suificc for this purpose. 

The reader is not aware of any follow-up programme to he 
pursued by dilfercnt countries to make the role of doctors 
meaningful in health—population -development triad- A new 
awarcnes.s in phy.sieians is urgently needed so that he may 
adjust and adopt his traditional role to accommodate the needs 
of the people. 

A. Sen Gupta 

Basic Radiation Biology—By Donald J. PizzarcIIo and Richard 
L. Wilcofsfci, 2nd ed- 1975, Lea and Fcbiger, Philadelphia, 
25 5 cm. X 18.2 cm-, pp. nc-1-143, $ 11.75. 

This Concise monogram deals with radiation biology in 
almost all its aspects. The approach, in general, is more des¬ 
criptive than mathematical and is ideally suitable for beginners 
having interest in radiation biology. The illustrations sited 
are simple and the references are pertinent, up to date and 
exact. The total subject has been covered in 18 chapters, of 
which 7 have been devoted to physical aspects and the rest 
on radiobiology proper. Some very useful informations have 
been incorporated at the end of the text in the form of appen¬ 
dices on 'Measurement of Radiation Dose' and Trradiation 
Techniques with External Sources of X and gamma rays’. 

In short, a wide range of information lias been put into 
this incredibly small concise book. It also includes within 
this Khorl space those technical features which are practical 
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and Important. Greatly condensed information perhaps has 
at times made it taxing for the readers to conceive what is 
described in the text. Also for those not thoroughly versed 
with the subject, in absence of adequate illustrations it has 
became difficult to appreciate the wealth of informations 
presented to them. 

Despite these minor discrepancies this small yet surprisingly 
complete textbook should find wide appeal amongst readers. 

« 

Buon Roy 

Books Received for Review 

fUp to 15th September 1978) 

Comprehensive Virtdogy, Vol. 7, Reproduction: Bacteria! 
DNA Viruses, pp- XllH- ?00, $25.00; Vol. 8, Regulation 
and Genetics; Bacterial DNA Viruses, pp. XIl-1- 350, 
$2‘).50; lids., Heinz Fraenfcel-C'onrat and RA»bert R. 
Wagner, l'>77 Plenum. New York and London. 
Contemporary Topics in Immunobiology, Vol. 6, Immuno¬ 
biology of Oncogenic Viruses, Ms., Michael G. Hanna 
and Fred Rapp, 1977, Plenum, New York and London, 
pp. Xjn+289, $:7..50. 

Mode' Problems in Ophthalmology, Vol. 18, Turning Points 
in K.'iinal Surgery, Vol. Eds.,K.W.D. Norton. R. Dufour, 
C oailloudandD. U-Daicker; Scr. Ld., L-B-Streiff. 1977, 
S. Karger, Basel, pp. XVl^, 545. S Lr./DM 245, US $‘>t.50. 
Tbc Practitioner's (hiidc to Psychoactive Drugs Lllen L- 
Uassuk and Siephca C. Schoonover, 1977, Plenum, New 
Yolk and London,pp. XXVIl j 3.1), $19.95- 
Renal Medicine (ConcLsc MedicalTextbooks)- Roger Gabriel, 
1977, Baillicrc Tindall. London, pp. Vll-f-2a0, £3.50. 
Gastruenteroiogy (Concise Medical Textbooks)—LA-D 

Boiichicr, 2nd cd., 1977, Bailliere Tindall, london. pp. 
X-i 374, £4.50. 

Maiuial of the International Statistical Qassiflcafion of 
Diseases, Injuries, and Causes of Death, Vol. 1., International 
Classification of Diiwases, 1975, Revision—1977. WHO, 
Geneva, pp- XXXlIl + 773, S. Fr. 30, US $12.00. 
Intercellular Communication- F.d , Walmor ('■ De Mello, 
1977, Plenum, New York and London, pp. Xlll 4 255. 
Dyserythropoicsl'! Ed., S. M. Lewis and R- L- Verwighen, 
1977, Academic Prcs.s, London, New York, and San 1 ran- 
• cisco, pp. XI + 350, £ JI.80, $23.00. 

Bronchial Asthma In General Practice with the Latest Rc- 
liearches in Asthma -J. R. Goyai, Indian Heritage, Delhi, 
pp. 112, Rs. 15.00. 

Patients and Their Hospitals: A Survey of l*aticnts' Views 
of Life in General Hospitals--Wilfred Raphael, 3id ed., 
1977, King Edward’s Hospital Fund, Londrm, pp. 46, £3.75. 
Psychiatric Hospitals Viewed by Their Patients—Wilfred 
Raphael, 1977, King Edward’s Hospital Fund, London, 
pp. 50, £3.75. 

International Agency for Research on Cancer, Annual Report 
1966—I.A.R.C, Lyon. 1976, pp. 159, S. Fr-12, US $4.80. 
The Sidiincter of Oddi—J. Deimont, 1977, S. Karger, Basel, 
pp. 1X4'259, S. Fr./DM 62, US $24.00. 

Muscular Dystrophy: Proc. of a Symposium in Jerusalem, 
1976, Eds., G. C. Rubin and George Falewsky, 1977, S. 


Karger, Basel, pp. VI-f153, S. Fr./DM 49. US $19.00. 

Frontiers of Medicine—Ed-, Gordtin M Meade. 1977, Plenum, 
New York and London, pp- XF232, $25.00. 

T.A.R.C. Monograidis on tbc Evalnation of Carcinogenic Risk 

I of Chemicals to Man, Vol. 13, Some Mi-scellancousPhanna- 

' ccutical Substances, 1977 pp. 255, US $12. S.Fr. 30.00} 
Vol. 15, Some Fumigants, the Herbicides, Chlorinated 
Dibenzodioxins and Miscellaneous Industrial Chemicals, 
1977, pp- 354, US $20 00, S. Fr. 50.00. I.A.R.C., Lyon, 

International Nonpropreitary Names (INN) for Pharmaceutical 
Substances (Cumulative List No. 5,) 1977, WHO, Geneva, 
pp. XV+353, S. Fr. 48, US $19.20. 

Alcoholism and Dni@ Dependenoc: A Multidisciplinary Ap> 
preach--i;d.,J.S. Madden, Robin Walker and W.H.Keyon, 
1977, Plenum, New Yorkand London, pp. XIX+479, $39.50. 

Internal Medicine: 1976 Topics (Proc. 13th International 
Congres,s of Internal Medicine, Helsinki, 1976)~.Eds., 
A. Louhija, and V. Valtoncn, 1977, S. Karger, Basel, pp. 
XU+368, S.l'r./ITM 220, US $88 00. 

Guide to Fitness After 50—Ed., Raymond Harris and Law¬ 
rence J. Frank, 1977, Plenum, New York and London, 
pp. XVH 1-356. $ 24.50. 

Comparative Endocrinology of Prolactin—Eds., Horst Dieter 
Deitnann, J. Alan Johnson and David M. Klachko, 1977, 
Plenum. New York and London, pp. XIV+215, $22.50. 

Bio-synthetic Products for Cancer Chemotherapy Vol. 1, 
George R. I*eitii, 1977. Plenum, New York and London, 
pp. XU+215, $ 19.50. 

TheScieiiceofLifc: Contribution of Biology to Human Welfare— 
Eds., K. D. Fisher and A. U. Nixon, 1977, Plenum, New 
York and London, pp. XXIV4 347, $7.50. 

Protein Melalmlism of the Brain--A. V. Palladin. Ya, V. 
Bahk ami N. M. Polyakova, 1977. Plenum, New York 
and London, pp XI 1-335, $ 35.00. 

Fish’s Outline of Psychiatry- Ed-. Max Hiunihon, 3rd ed,,. 
t97K, John Wright, Bristol, pp. 6+282. £5.00. 

OurEldcrly: Some I'TTccls of Ageing in Indian Sulijects -J. D. 
Pat hak. Medical Research Centre, Bombay Hospital Trust, 
Bombay 20, pp. lX+231. 

Basic Nursing Eve R.D. Bendali and Elizabeth Raybould, 
4ih ed., 1977, H. K. l-ewis, i,ondon, pp. VlIl+224. 

Seasonal Variations in Body Fluids and Electrolytes- Saroj 
Gupta, 1977, BHU, Varanasi, pp. XX+168, Rs. 58. 

A Dictionary of Medical Ethics and Practice-- William A- R- 
Thomson, 1977, John Wright, Bristol, pp. 8 +264, £10-00. 

International Histokigicnl Classification of Tumoiir.s (Histolo¬ 
gical Typing of T'cslis Tumours, No- 16) 1'. K. Moslofi, 
1977, pp. 40, US $36, S.F'r. 90; (Cytology of Non-Gynae- 
cological site.s. No. 17), G. Riotion, W-M. Clnislo- 
phersonand Others, 1977, pp. 53,S.Fr. 295, $147-50, 
WHO, Geneva. 

Kapoor's Guide for General Practitionersi-- -O. P. Kapoor, 1977, 
S. S. Publishers. Bombay-6, pp. 10+191, R.s. 30.00, £3. 

The Virtues of Yoghurt (Fermented Milk) -Sampalh Logana- 
dan, Bangalore, pp. VJll+157, Rs. lO-OO. 

Supplement to Scientific Contributiuns, Vol. II, 1974-75— 
J. D. Pathak. Medical Research Centre, Bombay Hospital 
Trust, Bombay-20, pp- Vl+157. 

Health Services: Concepts and Information for National Plann¬ 
ing and Management- K. L. White and Others, 1977, WHO, 
Geneva, pp. 117, S. Fr. II. 

WHO Expert Committee on Biological Standardization, 28lb 
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Report (WHO Tecim. Rep. Ser.No. 610, 1977,) WHO, 
Geneva, pp. 133, .S. I'r. IT. 

Pevliddc KcddiKS in Food. Kepon of the 1976 Jt. WHO/ 
FAO Meeting (WHO 'l'cdi!i. Rep Ser. No. 612. 1977). 
WHO, <Ieneva, pp, 3.5, S.J r. h. 

Utte «r Ionizing Radiation and Radionuclides on Human Beings 
for Medical Research: 'irahong attd Nouinedical I'urposcs, 
Repoil ofa WHO ll.xpen C oinmiiice (WHO lechn. Rep. 
Set. No. 611, 1977) WHO, Geneva, pp. 3'', S. Vr. 6. 

Child Mental Health and Psychological Devclopmcnis, Report 
of a WHO lixpert C'ominilU'e, (WHO I'cchn. Rep. Scr 
No. 613. 1977), WHO. Geneva, pp. 71, S.l i. 7. 

Urn’S and Ocular Tissues 2nd Mci ling of the Inlernationul 
Society lor Lye Resemch, Jeiusaleni. Sepi. 1976. lid., ,S. 
Dilssidn. (977, S. Kiifgcr, Basel, pp. XX ( 662, S.Fr./13M 
69, US $34,25. 

Gastroenterology: An Integrated Course lain L. Gillespie 
and T. J. Tliompsim. 2nd ed., 1977, ('Ivurchill Livingstone, 
London , pp. 8 f29‘l. 

Stttdie.s in Acute Heart Failure Ronald L. Bradley, 1977, 
Edward Arnold, London, pp. X 1 78, £2.**5. 

Monographs in ('linical Cytology, Vol. 5. Cyi<ilogy ol 'I'ran- 
sudulcs and Exudates, Ld-. liiiiinorieh voii llauni; Scr. 
Ed. G L. VVied. 1977, S. Kargcr Basel, pp. 6 (12.3, S.l-i./ 
DM .51, US $ 19 75. 

Mechanical Concepts in Cardiovascular and Pulmonary Physio¬ 
logy -Jerry Franklin Green, 1977, Lea .ind 1 cbiger, Phila¬ 
delphia, Kiniplon. London, jip. XIV 11 (j6, $ 10.00. 

Chest Pain; All Integrated Diagnoslic Approach lid.. Ronald 
F.Billing.sand Others, 1977, lea and Febigei, Philadel¬ 
phia, XIX -I 203. $ n.oo. 

Evaluation of Educational Programmes in Nursing Mosra 
Allen, 1977, WHO. Geneva, pp (>7. S.l i. 12. 

World Directory of Schools for Dental \uxiliiiries 1973, W'llO, 
Geneva, 1977, pp. 379, S.i i. 42. 

Directory of Uii-G»iiig Research in Cancer Ispidcmiology 
1977.-Lds , ( . S Miier and O. Watnei, 1977,1.A.R.C., 
Lyon. pp. XI f 599. S.l r. 2.*!. U.S $ 10.00. 

Hospital--Polly lovnbee, 1977, Htilcinnson, I ondon, pp. 
279, £4.95. 

Principles of Surgical Oncolog.t I'd.. Ronald W. Raven, 
1977.Plenani,New Yorkand l,ondon. pp. X i .509, $37.50. 

Biomedical .AppUciilions of Immobilised Enzymes and Proteins 
Vol. 2. Ld.. I'honus Mnig Swi Chang. 1977, Plenum, 
New Yotk and London, pp. XX i-359. $39..50. 

Immunology for' the Practicing Physician- Eds,. Jon R. 
ScliiinJtke and Ronald M. lergiison, 1977, Plcmiin, New 
York and London, pp. VIII ! KiO. 

' Progress ill LynipUology •Jals..R. C. M.iyall and M.irlvs H. 
Wit lee- 1977, Plenum, New York and London, pp. XIV 

) +389, S.39.50- 

World Directory of ScliooLs for Medical Lnlmratory Technician 
and.'Vssi.staiits 1973, WHC* Geneva. 1977, pp.5()7,S. It..55- 

Hemalopoielic and Lymphoid Tisimc in Culture (Studies in 
.Soviet Science), E-A. l.unva, 1977. I’leiuim,New York and 
London, pp. XTH f 181. S 35.(K1. 

Monographs in Clinical Cytology, Vol. (».Diagnoslic Cytology 
of the Urinary Lracl, Ncls»in D- llolnuiucsl. 1977, S. 
Kargct, Basd, pp. 8 +88. S.Fr..'l)M 47, U.S S 19.00- 

Leprosy for Medical Students and Practitioners- K. K. Koti- 
cha. I’liends ’) radci's, Pombiiy, pp. 31, Rs. !2.00.U'S $2.00, 
£ 1 . 00 . 
k 
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Immunisation Procedures—A. K. N. Islam, 2nd ed. 1977, 
Sandhani Prakuslmni, pp. 135, TK 20.00 $ 1.5. 

Practice: A IlandbiHik of Primary Medical (!are—Eds., Jack 
Cormaefc, Marsliall Marinker and David Morrell. 1977, 
Kluwer Harrap. l.ondon, pp. 246, £6.50 plus £i.60 binder. 

Hypothalamic Peptide Hormones and Pituitary Regulations— 
John. C . Porter. 1977, Plenum, New York and London, 
pp. Vlll i 364. $32.50. 

Recent Advances in Basic Microcirculatory Research (Biblio¬ 
theca Anatoinicn Vol. 15) Part L, pp. XXYnH-572, Part 
II,pp. XXVU1-+553; S.I'r.,DM 198 US $79.25 each; Scr. 
lid.. O. Wolf-lleidcggei, Ed., D. H. lx:wis. 9th European 
Conference on Microcirculation, 1976. S. Karger, Basel- 

Prostaglandins and Tlironiboxancs -f .iLs. ,F. Bert i ,11. .Samuclson 
and G. P. Vcio, 1977, Plenum, New York and London, 
pp. IX +44<), $ 45.00. 

.Structure and Biosynthesis of Antibodies (Studies in Soviet 
Science). R. S Ne/lin, 1977, Plenum, New Yoikand London, 
pp. XV ( 367. $ 35.00. 

Drugs and the Eye Janet Yale and B Cox, (977, Bullcr- 
worths, loiidon. Boston.pp, VII f 126. £.s.50. 

WhnIroomeiieSs of Irradiated Food, Repori of Jt. FAO/ 
IAEA/ W'Hi) (WHO 'lechii. Rep. Sit. No- 604, 1977) 
WHO, Geneva, pp. 44, S.Fr. 6. 

Chemotherapy of Solid Tumours. Report of a WHO EXjicrt 
Commiliec (WHO leelin. Hep. Sei. No. 605,1977). WHO, 
Geneva, pp. 106. S. I r. lO. 

WHO Expert (.'oniniitlet^ on Leprosy, I'lfih Repori (WHO 
Tcchii. Rep. Ser. No. 607. !'j 77). WHO, Geneva, pp. 48, 
S. I r. 8. 

Criteria for the Evaluation of l.«arning Objcvtivesiii ihelCduca- 
tionofH<caUhPersonnel, Reported' a'^'HO Study Group 
(WllO'ieetin. Rep. Ser. No- 608, 1977), WHO, (ieneva, pp. 
47, S. It. 6. 

HcalthNeeds of Adolescents. Rcpopl of a WHOExperl Commi¬ 
ttee (WHO'Icehn. Rep. Ser. No- 609,1977), W'HO, Geneva, 
pp. .54, S. Fr. 7. 

Guide to the Collection and Transport of Virologicai Specimens— 
C. R Madciey, 1977, WHO, Geneva, pp. 40, S. hr- 10. 

The S. I. for the Health Profession, 1977, WHO, Geneva, pp. 
75. S. It 5. US S2.25. 

World Kevien of Nutrition and Dietetics, No. 28, Some Aspects 
of Human .and Veicnnary Nutrition, Ed-, G. JL Bourne, 
S. Karger, Basel, pp. XII +257, S- Fr./DM 161, US $71.75. 

Occupational Di.sca.se: A Syllabus of Signs and .Symptoms— 
E.R-Plunkett. 1977,Barrell Book, Stamford (Connecticut), 
pp. 3.52, 5 22.95. 

Guide tv Hygiene and Sanitation in Aviation- James Daily, 1977, 
WHO, Geneva, pp. 162, S. Fr- 28, US $12-60. 

The Selection of Essential Drugs, Report of a WHO Expert 
Committee (WHO'lcclm. Rep. Scr..No.615, 1977), WHO, 
Geneva, pp. 36, S. Fr. 5, US $2.25. 

Environmental HealthI Criteria, Vol. 4, Oxides of Nitrogen, 
1977, Published jointly U-N. Environment Programmesand 
WHO. Geneva, pp. 79. S. Fr. 9, US. $4.05. 

Health Needs of Society: A Clialleugc forMedical Education, 
loth C.l.O.M S. Round Tabic Conference and Report of 
the Scientific Session, 1977, WHO, Geneva, pp. 221, S. Fr. 
20, US $9.00. 

Medical Jurisprudence and Toxicology—B. K. Sen Gupta, 1978, 
Academic Publishers, Okutta, pp. XIH 554, Rs. 30.00. 



liochemlstry-Debaiyoti Das, 1978, Academic Publishers, 
Calcutta, pp. XIV+634, Rs. 40 00. 
iotterworths Medical Dictionary-. Ld. in-Chief, Micdonald 
Chiichiey, 2nd cd., 1978, Butterworths, London, pp- XXXU 
+ 1942. £45.00. 

tutline of Fractures—John C'awford Adams, 7ih cd., 1978, 
Churchill Javingslone andELBS. Edinburgh, pp. lX+320, 

£ 2.50. 

ifedicat Emerticncics in General Practice - S. ]'. Gupta, 1978, 
Vikash. New Delhi, pp. XVI + 311, Rs- 25.00. 
listory Taking for Medical Students S, D. BiianiUirkiir, 2nd 
cd., 1978, Popular I*r.aka.sh:uis, Bombay, pp. 93, Rs. 8.00. 
^ntributions to Microbiology and Immunology. Voi. .3, Host- 
Purasite Relationship in Systemic Mycoses, Part J, Mctliodj 
ology, Piithol(»gy& immunology, pp. XIV+178, S. Fr./DM 
78,US S34.7fi; Vol.4.Parlll.SpecificDiseascs&Tlierapy, 
PP.XM193, S.rr./DM74. US $ 33.00; Pmc. oft he 21st 
Annual OHOLO Biological t'onrcrencc. I97(’', Israel. 1977, 
Ser. Eds H, Riim<cicr and .1. Lindcmnuinn, S. Kargci, Basel. 
Textbook of Microbiology R. Anaiithaiiarayan.m and C. K. 
Jayaram Paniker, 1978, Oiicni ixmginan, Bombay, pp. XH- 
589, Rs. 27,50, 

\nimal Origin Drugs' Used in IJiuini Medicine - S. B. Vohra 
and M. S. Y. Kliun, 1978, InsUiiiic of TUsiory of Medicine 
and Meilical Research, New Delhi, pp. 111 + 1,37, Rs. 42.00. 
ECOSimpliti«nl - 1 >. R. Varman and Voorandevi, As.sociation 
of Iridcpc". lit Medical Practilionci.s, Madras, pp. 4+20, 
Rs. 7.00. 

Environmeii'jj Pollution and ITuinmi I ieallh (Pioc. lnie< national 
Symposium ol Indusinal UiXicoUigy, 1975) -Ld-, S- 11- 
Zdidi, 197.8, Indusinal Toxicology ( enlrc, i.ueknow, pp- 
300, Rs. 40.00. 

AKcview of Anatomy: Abdomen ~ Asim Daita, 1978, Dc Sarkar 
Publishers. (. alcutia, pp IV i .347, Rs. 15.00. 
Atherosclerosis: Metabolic, Morphologic and ( linkal Aspect.s — 
Eds.. Gcvirgc W Manning and M. D.iiia llaiish. 1977. 
Plenum, New York and l^undon, pp. XXXV -I 1017, S 75.00. 
Cmnpctciicy-based Curriculum Development in Medical Educa¬ 
tion iPublic 1-leaIlli Papei No. 98)- W. C. M. C. Gaglic, 
G h. Miller, A. W. Sajid and 'I. V. Teldcr, 1978, WHO, 
Geneva, pp. 91, S. It. 9, US S 4.50. 

A Concise Textbook ot Physiology - Sarada Siibralimanyam 
and K. Madhavan Kutty, 1978. Orient Longman, Bombay, 
pp. IV 4 324, Rs, 20.00. 

Handbook of Medical Jurisprudence and Toxicology',- S. C. 

Basu, 1978, Calcutia-.32, pp. 2-1-416, Rs. 20.00. 

Handbook of Medical Parasitology S.K. .Sarkar, 1978,Current 
Book, Calcutta, pp. Vlll-1-337, Rs. 35.00. 

Short Courses in Surgery • -S. K.. Bhal lacharyya. 1978, Calciil la, 
pp. 8 +159, Rs. 25.00. 

Current Index of Medical Specialties (CIMS), Vol. 1, April 
1978, Quarterly. Bio-Grid Medical Sciences, Bangalorc-3, 
Rs. 10 per copy, Annual Rs. 30 00. 

A Handbook of Medical Treatment—L. K. Ganguli, Sih ed., 
1978, Academic Press, Calcutta, pp. XXVI +509, Rs. 35.00. 
A Handbook of Clinical Pathology -Ganendra Kumar Chakra- 
Vorty and Kaliraoy Bhattacliarya, 3rd cd., 1978, Academic 
Press, Calcutta, pp. viii+257, Rs. 35-00- 
E^ldurography: A Diagoostic Aid in Spinal Lesions—R. C- 
Gupta, 1978, Bhargava and Co., Allaliabad, pp. 8+83, 
Rs. 30.00, 


OBITUARIES 


Dr. K. Verma 

Dr. Kaushalendra Verma, a member of the Bahraich 
Branch of IMA in Uttar Pradesh passed away on 22-3-1978. 
Born on 13-8-1935 at Sullanpur Dr. Verma graduated from 
Allahabad Llniversily and passed M.B.B.S. Examiroition from 
S. N. Medical College, Agra in 1962. He shortly joined the 
Government service, but resigned the same in 1968 to start 
priv-dte practice. An active member of IMA he was clccfcd 
the Secretary of the Inejl branch for 1972-73, Vice-President 
for 1973-74 and Pre.sideni for 197+75 He was also associated 
with the local Rotary ( lub. 


Dr. Jyntirmoy Sarnia 

Dr. Jyoiirmoy Sarma, a member oi (lie Calcutta Branch 
of IMA, passed away on 6-8-1978. Boin in 190.1 Dr. Sarma, 
who hailed from Malda in Nonli Itcngal. qualified as an 
L.M.F. from the National Medical School,( aleutta m 1943- 
A freedom fighter since hi;; youth Di. Samia twice siificrcd 
impi'isonmenl. Later he was drawn to Marxist ideology and 
was jailed in 1948 following the ban on Communist Party 
at (hat time. As a niernbcr oi IMA's delci:ati(m he visited 
diilcrcnl countries ol Eiiro|X“ including liSSR and Last Ger¬ 
many. He was a founder-member of Pavlov institute of Cal¬ 
cutta. 

Dr. Bintiy ('howdbiiry 

Dr. Binoy rhowdlairy, a member of the Calcinia Branch 
of IMA and an emii.eiii urologist, passed away on 2+5-1978. 
Born on 7-11-1929 Dr. f.'howdhury graduated in medicine 
from R. O. Kar medical College, Calcutta and went to USA 
for higher training in urology. He was a Potts Memorial 
Fellow and also received the Van Mcmoritil Fellowship for 
work on cancer chcmotlierapy. On coming back to Calcutta 
in 196.1 he joined the Ramkrishna Mission Ueva Piatisilian 
as comuliaDl urologist. Later he joined the ( aleutta Hospital 
and Medical Research Institute and became the Chid of the 
department of urology. Besides making important contri¬ 
butions in the field of renal tuberculosis, endoscopic surgery 
and cancer he was also Prcsidciu-clcct ol the Urological 
Society of India. Dr. Chowdhury leaves behind hjs wife Dr. 
Jaya Chowdhury, a plastic surgeon. 
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D« ISiNOY CHflW!>Hlin,y Dr. M A- PATKi. 


Dr. Miiilibhai A. Pafel 

De.-ith took place on 2l.-7-!97X of Dr. Manibhai AshabJui 
Patel, a dWlinguished nifiiibcr of ihc Jtaroda branch of IMA, 
following ;i massive heart attack. Horn tm 21-3-1917 Dr. 
Patel, who passed the M.P.H S. Exatnination in 1940, qiialiQcd 
a.s an M 1). in and obtained a double I'.K.t .S. from 
f-'iiigiand and ScvWland ni 1949. Churning b.ack (o liaroda he 
set upu in iilern nursing lionie iiithcciiyand shortly establislied 
him.eli ,i.i a !e;uling s.irgcon. l.)r. P.itcl also devoted himself 
to building up tile surgical d.-purliirnl of Haroda Medical 
College an,l earned a wide reputaiio.'i as a medical teacher. 
He c.Lincd on p.istgraduatc icaching in anatomy and surgery 
at the M.S. Univeisily till ilie closing da.y.s of lus life. He was 
an elected nil niocr of I lie Senais-.a’Ul S\ ndiealo ofihe Univer¬ 
sity and Was .iKn t visiim;; Prolessor to a rnimlier of medical 
coUegC'i hi and oni.side Oiijar.ii. He was iiilinvUely connected 
With tile H'liarv t Inb oT IWoda. He leaves behind his wife, 
2 sons and .3 daugfners. 

Dr. Pariiiial Sarkar 

l>r- I’aiinial ^aT■kil^, a member ol Noith Howrah ilrtinch 
of IMA in West l{eiigut, p.isscd away on 27-11-1977 aflei a 
prolonged illness Imrii in l 90 .t Jir. .Saik.-.i gTiiduaicd in medi- 
ciiiL fioih < arniaithi.el mow R. t.,. Kar) Medical C ollege, 
Cjilciiiia.in l''.k2:iiidslaiiedpnvaie|'!aeticeaiSi!lkia,llowrah. 
Latei h'. iiuiililied tor D i.M. fn,m the Sehool ofljopieal 
Medicon’. ( .ilcint;;. lie was .tppoiiiicd C liief Casualiy Oflieer 
in llic ARP oiga.mi«iiion of Howrah during the 2iid World 
War and wjs .issigned the same re.spontibilny duiiiig the 



Dr. 1* .Sarkau Dr. G. D. Tanma 


1 - hinesc aggression. He was a founder and Vice-President of 
the rSl Medical Association, West Bengal uihI president 
of Howrah Medical Club. He donated bis chamber to enable 
the North Howrah Branch to run an immunisation centre. 
Dr. Sarkar leaves behind his wife and 3 sops. 

Dr. G. D. Taneja 

Dr. Govind ITev Taneja, a member of the Bareilly Branch 
of IMA in Uitar Pradesh. p;isscd away on 20-7-1978. Born 
in 1915 Dr. Ttineja qualified for the profession from Amiitsar 
Medical School in 1937 and joined the Railways as a medical 
officci. Before he retired from service in 1973 he was Addi¬ 
tional Divisional Medical Oflieer. Dr. I'ancja was an active 
rotarian and was clo.scly associated with the Arya >Samaj. 
Onihtinage and Leprosy Home and several educational iiisti- 
tulii.)ns An .active member of IMA he held many important 
Oosis in Ihc organis.ition including Vicc-l'rcsidentship of the 
U.P. State Branch for a term. 


Dr. B. K. Mandal 

Dr. Bijan Kumar Mandal. a member of the Burdwan P.mnch 
of IMA, passed aw,iy on I7-4~|97.S Born on 7-12-1899 Dr. 
Mandal qiitilificd for the profession in 1<‘25. being one of 
the first b.itcli of the students to come out from Ronaldsny 
Medical Institute, Burdwan. Siartii'g private praciice at 
Rainpur, a village in Burdwan district, lie earned tame as a 
rural iiK'dical practitioner during his long 5.1 years of practice 
inilic rural areas of the two neighbouring dislricls- -Burdwan 
and ll.'ihkuru. A staunch supporter ol I lie freedom movement 
he incurred the wrath of Ihc British rukTs for .giving refuge 
to many absconding freedom fighters. He was .alsvi as.sociaied 
with several local .social and medical institutions. Dr. Mandal 
is survived by his wife, 5 sons-- the eldest being a doctor and 
7 daughters. 



Dr. B. K Manual Dr. J. N. Basu 

Dr. JatindraNatli Basu 

Dr, Jatindra N.ath Basu, one of the founder members of 
North Howrrali Bra.nch of IMA. passed away on 25-4-1978 
following a heart attack. Born in 1905 Dr. Basu started private 
practice at Belur after graduating in medicine. He was closely 
asvKiatcd with the RamJcrishna Mission, BciurMaih, both 
as a devotee and as a doctor. Besides being a Commissoiner 
of the Bally Municiinliiy he was attached to Belur Public 
l.ibrary, Belur High School and several other local welfare 
organisations. He leaves behind his wife, 2 sons and only 
daughter. 
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Association Notes 


IMA President Appeals for Relief to Flood Victims 

The Presided of IMA Dr. J. V. R. Sarma hm made the follow- 
ini' appeal to all Local Branches of IMA : 

There have beca unprecedented floods in the States of 
UP, liihar and Bengal in recent months. The zenith of havoc 
has been readied in Bengal .State where, in addition to the 
city of Gilciitta. almost ail the districts of the Slate have re¬ 
ported heavy Jaini-ge <»r standing crops, properly and iile. 
It is also reported th;il some of the members of the medical 
profession liave personally suffered and have been profes¬ 
sionally distut bed. 

I: is the dii'v of every in'rnber of the national org.inisaiion 
to render iielp 'o 'he displaced and the ailing people .and the 
dis'rcss'd breHiicn of the profession. 1 appeal to .all Local 
ilraiioltes of (\t\ lo colieei in.'dicines, clothing and money 
to be polled at (heir Siaic Branch olliec for onward trans¬ 
mission to Bengiil SmIc Braneli. Ihompi action is the proper 
need of lie hour 


IMV President’.s Toor 

The President of TMA. i>r. J. V. R.. Saima, was present at 
lielhi from 1 Ilhto (4th August, l97rt. On I7.-8-78 he presided 
over the inaugoral session of ihe worlcshop seminar of IMA 
(iiollcge of General Piaetitinners and conducted the sessions 
No. I lo 4 of the seminar on ihat day. On the following day 
he met the Prime Minis'er of India at ilic latter’s residence 
and la'cr attended a ineeiiiig of Ihe Delhi Medical Association 
at DMA Building and a ineeling of the Governing Council 
of IMA College of GPs. Tie was also present at the sessions 
No. 5 to R of the workshop seminar of the College which 
continued on the day. 

On 14-R-7H ihe President attended a meeting of llic .Secre¬ 
taries of IMA at the Headquarters and later inaugurated the 
Delhi Chapter of IMA Academy i>f Specialities. The President 
left Delhi on the same day to be present at Culcul ta on 15-8-78 
for ipaugurtiling the confcrctice of Local ‘Branch Secretaries 
of IMA in West Bengal. In the afternoon he attended a meet¬ 
ing bt the Journal Conunittce of IM A and discussed the affairs 
of the Journal. Ho left for Hyderabad the next day. 

At Hyderabad the I'rcsident received on 21-8-78 Dr. G. P. 
Dutta, Associate Tjditor of JIMA and on 23-8-78 inaugurated 
the observance of the Demands Day at Falaalufcnana- 

The President arrived at Piinpri, Poona, on 26-8-78. In titc 
morning he inaugurated a seminar on Selection of Prospective 
Drugs at the Hindusthan Antibiotics l,ld. and later went 
round the factory. In the afternoon he presided over a session 
of the seminar before he left Pimpri for Bombay by car. At 
Bombay he met a delegation of the West Suburban Branch 
of XMA- The President was back to Delhi on 27-8-78 to attend 
a meeting of the Academic Advisory Committee of IMA 
College of GPs and another meeting of working groups of 
IMA Academy of Specialities. In the afternoon iie presided 
over the debate on ‘Demand for National Health Policy’ 
whicb was held at tfae IMA Mouse. On the following day 


the President met the ofljCc-bearers of IMA at the Head¬ 
quarters and discussed the preparations for tht; Golden Jubilee 
Celebration. After iiltcndiug a meeting of the Acmlemic 
Councilor IMA College of GIN in ihe afternoon the President 
left for Hyderabad. 

Branch Notes 

ANDHRA PRADESH STATE BRANCH 

Razolc Branch— -The bianch organised a free medicul check¬ 
up camp at Bisavaram village in cooperation with the NSS 
Unit of Government (College. Razolc, on 16-10-77. A total 
of 200 patients including women and children was examined 
and treated by Dns. K. Sitarnm B.ao, (Miss) A. Rtijkumari 
ami B. Vcnusw.'uni undoi the leadership of the President of 
the branch, Dr- B. Janakiiania Rao. 

A refresher course, the second of its kind, was organised on 
30-10-77 under the joint auspices of AP Slate I'aculty ofJMA 
College of GPs and the branch- 63 members pari'cipatcd. 
The course was inaugurated by Dr. A. T’erisasiri, imnudiate 
past President of the Slate Brancii. Dr- B. Janakirama Rao 
presided. The unique feaiuic of this course was itiat speakers 
were selected from no'i-ieaehing members of ’he piot'ession 
who gave out their varied e'Cjvrienees and practical Sugges¬ 
tions which raised cnili'isiasiie queries and discussion. The 
speakers included Di i K. GopaLi Rao, D. V. S. Suryaprafcas.'i 
Rao, K- Balafcoteswaia Rao, S. Veer:ibli.-uiia Rao, 1‘. Ki ishtiatn 
Rajii and B. RaghaVeinlra Rao. li.irlier Dr. .A. V, Rao, 
llony. Secre’'.iry presented a brief report and Dr. B. .Veera- 
swamy. Ji. Scereiary. read out the messages. Dr. K- Prabliakar 
thanked the speak.;'s. the partieipant;. and liic guests. 

A 2-day dental camp w.is also opened on 30-10-7,’. A tiumber 
v)f djsling'iisited denial Siu;w>n'> in', ii-'diug Dr. I'. Ki ishnarjuiui 
Rao and Di. M. RamusWiiiny, both irom Gunuir .Medical 
College and le.idi-.ig citizens including .Sii B Gopalakiisltna 
Rao, MLA, were presiMt on the occasion- The camp was 
inaugurated by Sri Rao and v,>Umlaiy sei vices w.i- provided 
by Saly.t S,ii Sevj D.il, Boy.s’ Higlt SeIio<)! and NS.S. Razole. 
The number of cases exami led in the camp was 1200 ineluding 
630 sdUKi! eliiidrcn. 'I’lie mitr.ber ol denial extraction', lolalled 
425. Dr. C. R. K. Dinaktr took a leadtug patl in organising 
the camp. 

ASSAM STATt BRANCH 

Sibsagar Branch -rhe annual meeting was held .>n 7-8-77 
at Ihe Sibsagar C ivil Hospit.il with D''. G. lalukdar in the 
chair- 33 nKnibers were present. The followin'.; vjic cleeied 
olDee-bcarcrs for 1977-78: INcsidcnt Dr. B. N. ,S.uniaK; 
Vicc-'lVcsidcnt- Dr. A. Gatphnh; Hony. Seeicl.uy Di. M. 
M- Hussain; Jl. Secretary - Dr. B. ». Boiuah; Meinbcr of 
Ceniral C'ouneil Dr- M. M. Hussain 

BENGAL STATE B K A N f; H 

Alambazar Branch- -The aiinual gcni’-mJ njccti'tg was held 
on 6-9-77. Placing his report thcHony Sccre’ary, Dr kauuiiss 
Bancrjee iuronTred the house that the branch held I! gcieral 
inscting.s and 2 clinical meetings during the yc;o Duviju; tb.e 
observance of healili week on the titeme T'oresighi js'CVenis 
blindneiis' the members examined the eye.sijiht of .ihiui 2i)0 
■jchool children and cheeked up the health of J ‘fo babies present 
on the. occasion of the baby ubows. The branch or8.'in(.scd » 
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relief camp fori he distressed people of the waterlogged colonies 
of Baranagar from lOtli to 15 Aiigust 19T7. The following 
were elected ofijee-bearers for 1977-78: President—^Dr. N. 
Burman; Vice-Presidents -Dr. (Miss) P. Roy and Dr. Sankar 
Prosad S(»m; Hony. Secretary-Dr. Raradas Banerjee; Asst. 
Secretary-Dr. C. R. Basak; Treasurer—Dr. (Mrs.) Manju 
Roy; Members of State Council- -Dr. Chitta Niratyan Sen 
and Dr. Sailendra Bijoy Gliatak; Member of Central Council- 
Dr. Aniul Chandra Dhar. 

Bally-Bclur-Lillooab Branch—At the annual general meeting 
hold on 30-10-77 the following were elected olHce-bearers for 
1977-78; President-.-Dr. Kanailall Mukherjee; Vice-Presi¬ 
dents -Drs. Nelai Chand Chose, Niranjan Banerjee and 
Bijny Kumar Sen; Hony. Secretary- -Dr-ShibNarayan Chatler- 
jee; Jl. Secrclariev-Drs. Sital Prosad Chatterjee, Dilip Kumar 
Kundu and Dharani Kaiita Ghosh; Treasurer—Dr. Satya- 
nand.! Chatterjee; Member of Central Council—Dr. Biswa- 
nalh Ghosh; Alternate Member--Dr. Shib Narayan Chatter¬ 
jee; Me.mbeis of Slate Council—Drs. Shib Narayan Chatter¬ 
jee, Biswanalh Ghosh, Alak Kumar Banerjee and Khagendra 
Nath Paria. 

KERALA STATE BRANCH 

Tellichcrry Branch - .M the .annual m.’clJngheldon 30-10-77 
at the new IM \ llinldiug on Court Road, Tcilieherry, the 
following wore elected oflicc-bearers for 1977-78; President— 
Dr- A. K. Menon; Vice-Presidents—Dr. V. Bharathan and 
Dr. P. U. Aboobaker; Hony. Secretary- -Dr. P. V. George; 
Jt. Secret .ary and Treasurer—Dr- Albert Kallat; Auditor— 
Dr. Jacob Jiib; Member of State Working Committee - Dr. 

M. Moluimin,id; Member of Central Winking Commillce— 
Dr. T. K. Narayaivin; Members of ESeculiVc Committee— 
Drs- K- K. Pofcker, K M. Ramafcrishnan, M. A. Sundram. 
A. J. Jose and P. K Nar.iyanan 

MAHARASHTRA STATE BRANCH 

Mulund Branch -The anntuil general meeting was held at 

N. igrifc'Sahha Library Hill on 28-10-77. The following were 
clecicd ollice-bearers for 1977-78: Picsidcnt —Dr. P. P. Shah; 
Vicc-Prcsidcnis -Drs. T. K- Bi ch, R P. Gupta and (Mrs.) 
Lccia M. Khandekar; Hony Secretary--Dr. A. B. Vora; 
Treasurer—Dr. Jaycsh Lai .n; Jl. Secretaries—Drs. G. D. 
Shah. B. L, Jain and P. V.,Oor; Members—Drs. M. O. Khan¬ 
dekar. M. T. Rajdeo. V- O- Thafckcr, A. M. Pradhan, A. 
Castelino, G. K- Thakfcer. K. M. Thakkar, B. K- Got and 
K. D. Tolani; Member of Central Council—Dr. K. M. 
Thakkir; Member of State Council—Dr. M. Q. Khandekar, 


ORISSA STATE BRANCH 

Pori Branch —At the annual general meeting held on 12-10-77 
the following were elected ofSce-bearers for 1977-78: Resi¬ 
dent-Dr. Satyabadi Rath; Vice-Presidents—Dr. B. B. Das 
and Dr- Balakrushna Mahanti; Hony. Secretary and 
Treasurer-Dr. Ravindra Kumar Panda; Jt. Sccrctaries- 
Dr. Bidyadhar Mishra and Dr. Seva Mahapatra; Auditor— 
Dr- F. N. Nayak; Members of the Executive Committee— 
Drs. D. N- Dutla, K- C. Mahanti, M. M- Tiipathi and P. K. 
Mukherjee; Member of State Working ^mmittee—Dr. 
Baidyanalh Mishra. 

RAJASTHAN STATE BRANCH 

Jaipur Branch—At a meeting held on 26-10-77 it was decided 
to hold the one-day conference of the branch on 4-12-77. 
A 16-man preparatory committee was formed with Dr. G. C. 
Sarma as Chief Patron, Dr. B. M. Sarnia and Dr. Rupcliand 
Raj PiiTohii as Patrons; Dr. G.P. Sethi and Dr- Gopinath Pur- 
ohir as Chairman and Vice-Chairman re,spectivelyof the Recep¬ 
tion Committee and Dr. Virendra Singh as Organising Secre¬ 
tary. It was also decided to start a medicine bank for l he benefit 
of poor patients of the Jaipur city on the same day. A sub¬ 
committee Was formed under the leadership of Dr. K- S. 
Ra'na and with the following members to undertake a drive 
for increasing tjie mcmbersliip of the branch: Drs. Virendra 
Singh, Prakash Clilublani, R. K- Madhok. R. P. Garg, and 
Asoke Kaiigaria- 

TAMIL NADU STATE BRANCH 

Erode Branch -At ihe annual meeting held on ,3lM0-77 
the following were elected ofljcc-bearcrs for 1977-78.’ 
President—Di. P. Guru mu rt hi; Vice-President—Dr. V. 
Palaniappan; Hony. Secretary- -Dr. A. Sundararujan; Joint 
.Secretary—Dr. RagliaVendra Rao; Treasurer-Dr. N. B. 
Sambamurlhy; Members of the reiitral Council—Dr. K. 
Balasubramaniam and Dr. L. K- Muthuswaniy. 

NilKiri.s Brandi—At the annual general meeting held on 
20-10-77 the following were elected olUcc-bcarers for 1977-78: 
President -Dr. It. S. RimakrisUnaiah; Vice-Presidents— 
Dr- H. Padnwnabhan and Dr. M- A. IJruniis; Hony. Secre¬ 
tary-Dr. P. K.. R.imachandran; Associate Secretary—Dr. 
K Clundrasckliaran; Treasurer—Dr. A. N. Ananda Raj; 
Member of Central Council—Dr. B. Padmanabhan. 

Pattukottai Branch—At the annual meeting held on 16-10-77 
the following were elected office-bearers for 1977-78; President 
—Dr. E. K. Sambaraurthi; Vice-President—Dr. T. G. Bliatgavi; 
Hony. Secretary and Treasurer—Dr. (Mrs.) Niloufer Khader, 
Member of Central Council--Dr. T. A. K. Rathinam. 


38th Bihar State Medical Conference: Ranchi: 1978 

Tfte 3Stk Bilttir Slate Medical Conference will be held under the auspices of Jagannaihnagar Branch of IMA at the Heavy Engi¬ 
neering Corporation township at Ranchi on 18—20 November, 1978. Detailed information may be hadfrom Dr, S. K. Sinha, Organising 
Secretary, 38th Bihar State Medical Conference, E 219 Sector 2, Ranchi 4, Bihar. 

43rd UP State Medical Conllereilce: Allahabad: 1978 

Dr. B. K. Kapoor, Hony. State Secretary, IMA, UP Slate Branch. Informs: 

The 43rd Uttar Pradesh State Medical Conference, will be held at M. L. N. Medical College. Allahabad, on October 21—22, 
I97S. Dr. .R. Prasad, Joint Director. Medical & Health Services, UP and President-elect for the year 1978-79, will preside.. Detailed 
Information may he Iml from Dr. S. R. Singh, Orgamsing Secretary, 43rd UP State Medical Conference, I Professors' Residence, 
M.LJ4. Medical College. Allahabad, UP. 
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Mebex 


the 

beginning 
of the end 


tablets of mebendazole 100 mg 

To the lay mind, the term "Scourge of the 
Tropics" might appear an exaggerated 
description of the problem of helminthiasis 
in India. To the practised professional eye 
however, the phrase vividly portrays the 
endemic extent of this insidious condition. 
It is in the context of today’s need for an 
anthelmintic that is effective in mixed 
infestations,that is simple, safe and 
economical , that CIPLA has introduced 
MEBEX. 

Extensive documentation rates MEBEX 
(mebendazole) superior to all earlier 
anthelmintics... MEBEX (mebendazole) has 
also been assessed NUMBER ONE drug 
for helminthiasis ("Model List of Essential 
Drugs" -WHO Expert Committee). 


CIPLA 


MEBEX is a remarkable broad-spectrum 
anthelmintic—with a proven cure rate of 
80—100 per cent against Hookworm, 
Roundworm, Piriworm, Threadworm and 
even the notoriously difficult-to-eradicate 
Whipworm. 

MEBEX acts by causing selective and 
irreversible inhibition of glucose uptake in 
helminths, resulting in their immobilization 
and death. MEBEX is poorly absorbed from 
the gastrointestinal tract, is remarkably free 
from side effects.and does not cause toxicity 
even in the presence of anaemia/malnutrition. 
MEBEX has a convenient dosage schedule - 
1 tablet b.i.d. for 3 consecutive days, both 
for adults and children. 

MEBEX IS available in strips of 6 tablets at 
a most economical price. 


Mebex 


CIPLA 

the one-for>all 

once-for-all anthelmintic 


289, Bellasis Road, Bombay 400 008 
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The most trusted brand of Potassium 
Chloride Liquid which supersedes all 
; in taste and therapeutic value. 


Vol. 71, No. 6 



SUNNY INDUSTRIES PRIVATE LIMITED. 
49/1/B, Harish Mukherjee Road, 
Cal(;iJtta-700 025 
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- today's tonic. 

• Stimulates appetite and metabolic efficiency 

• Enhances mental and physical activities 

• Helps generate a sense of well-being 

• Accelerates recovery during convalescence. 


Alembic Chemical Works Co. Ltd., 
Alembic Road. Baroda 390 003. 
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Qxyphenbutazonc BP 100 mg 

as an adjuvant to antibiotics 

• REDUCIN helps in making greater concentration of 
antibiotics available at the site of inlection for more 
powerful antibacterial action. 

• REDUCIN helps in shortening the duration and 
intensity of the disease. 

•REDUCIN helps in quickly relieving pain, fever 
and swelling. 

^^EDUCIN helps the patient to return early to worl^ 




UNIQUE PHARMACEUTICAL LABS. 83 BErC Dr. Annie Basani Road. Woili. Bombay 400018. 
Deiailed informallon isevaitcble on request 0 RaQistered Trademark 
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Medical Advertising? 

Let us chart your Media planning 

it Message Projection To Proper Clientele 

it Largest Circulation — Over 45,000 Copies Per Fortnightly 
Issue — In All The States and Even Remote Areas 

★ Covers Medical Profession — Hospitals — Clinics — Health 
Centres — Institutions — Etc, 

it Advertisements On Scientific Instruments and Other Non¬ 
medical Products Also Accepted 

it Widest Readership with Modest Advertisement Charges 

for details, please contact : 

Hony. Secretary 

JOORHAL OF THE INDIAN MEDICAL ASSOCIATION 

53 CREEK ROW, CALCUTTA 700 014 




raHENTATION: 

260 no, Bbtatt in packing pi 
10 K lOtablala tnipa. 


I THEMIS 

^ CHEiV|ICAL5 LIMITED 

V ’’‘•O’’- NO 69 G I O.C INDUSTRIAL CSTAIf 
VAPI. CUJAHAT STATf 
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IDPL PROVIDES 
ANOTHER TOOL 
TO COMBAT 
INFECTIONS 


THROMYCIN 


ERYTHROMYCIN 


TABLETS 


The antibiotic that 
hits the pathogens 

hard without 
Hanning the host 





aiBjpa 







N«. WB/BC28 


•w % 

sd to post without prepayment: Licence No. WB/EC/CL''9 


SEPTBMBBEiie, ltr« 

not delivered, please return to: 
ioumai of the I.MA., 

23 FutnanI Chambers, 

Corporation Place, Calcutta-700013 (Imllt) 


IN URINARY INFECTIONS 



IN GASTROINTESTINAL INFECTIONS 





whichever system is 
involved- 
urinary, respiratory, 
or gastrointestinal — 
the therapy of 
choice would be 


SlUBAMYSm 


(Tetracycline HcL—Dey's) 

—available in different 
dosage forms 


hod tarioe a Adanal Subsciiptlon: Maud Ba. ; Foreign Rs. 96/-. Single copy; Inland Rs. 2/-; Foreign Ra. 4l~. 


























Originals and Papers : 

L Serum Magnesium Levels and Platelet Adhe* 
siveness in Acute Myocardial Infarction—j. R. 

Sachdeva, Atal Kumar, Jap;adi5h Chander 

2. Plasma Proteins in Irreversible Haemorrhagic 
Shock— Pritam Das. S. N Sinha. S. C. Gupta. N 
Rai 

i. Hiato-Cardial Vagotomy— M. R. Limave 

4 . Tylofihora indica in Bronchial Asthma—K, V. 
TTiiruvengadam, K. Ham'iath, S. Sudarsan, T $• 
^kar, K R kojaronal, M. G- M.Zarharian> T.V. 
Dc?varaian 

Practitioners’ Series : 

Eye Lesions in Rheumatoid Arthritis and their 
Management— S- C- Reddy 

Case Notes : 

!• Breast Lump—Har K- Singh 
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167 

169 
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176 

180 


2- Familial Multiple Pulmonary Hydatidosis; 

Ali Sadeghi, )• Moghtader. F. Navaie^ j. Razavi, 
A. Chaffarian 

Editorial : 

Platelet and Thrombosiyi 

Current Topic : 

Triple—Bonded Agglutination in Blood Stains of 
Forensic Exhibits ; Total Study—A. B- Roychow- 

dhury 

Notes and News 

Review 

Obituaries 

Supplement : 

1. Association Notes 

2. Branch Notes 


PYRIGESICfl 


the safe and sure 
antipyretic and analgesic 
tablets and syrup 













COMPOSITION 
Pyrigesic Tablets : 

Each tablet contains 
Paracetamol B P. 500 mg 


Pyrigesic Syrup : 

Each 5 ml contains 
Pcracoiarnol B.P. 125 mg . 
Ethyl Alcohol I.P. 0.5 ml 1 
Colour, flavour & syrup q.s. 
Alcohol content 9.5% v/v 

PACKING 
Strips of 10 tablets 
and bottles of 60 ml. 


BPC/PYC.77 









From a mere curiosity, only a few decades ago, the 
antibiotics have come to occupy an important place 
in the armamentarium of the medical profession. 
One such very useful antibiotic is chloramphe* 
nicol having a 'broad-spectrum' of activity. 



Available in different 
convenient dosage forms for 
uses in a variety of diseases 
all age groups of patients. 


Pfodueii 
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